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The Hospital in Modern Society 


WILLIAM 


S an amateur in this field, or more ac- 
A curately as an entire outsider, I can speak 
without inhibitions on the subject of The 
Hospital in Modern Society. The cynically- 
minded may, however, feel that this is the equiv- 


alent of saying that I speak without knowledge. 


Speaking generally, the function of the hos- 
pital in modern society is to assist in the task of 
conserving our greatest economic asset, the health 
of the nation. Perhaps also it has another func- 
tion—that of making an effort to prolong the 
span of human existence. Such an effort has, 
of course, serious social and economic implica- 
tions. One ethical implication of such an effort 
is well illustrated by a story told of Horace Gree- 
ley. A zealous missionary approached him and 
asked for a donation. Horace Greeley asked: 
“What would you do with it if I gave it to you?” 
The missionary replied: “Save more of our fel- 


Presented at the Tri-State Hospital Assembly, Chicago, May 
5, 1938. 


June, 1938 


H. SPENCER 


The Author 


@ William H. Spencer is Dean of the School 
of Business, University of Chicago. 





lowmen from hell.” The irascible old gentleman 
answered: “No, I don’t give you a cent; not 
enough of them go to hell now.” 


No, in view of the socially disturbed conditions 
of the world now, the effort to prolong human 
existence may not be socially wise. A wealthy 
and conservative friend of mine recently told me 
that although he did not have much to live for, 
he hoped the doctors could keep him alive until 
all new dealers had been “extirpated, root and 
branch,” and the G. O. P. firmly reestablished in 
Washington where it rightfully belongs. 


Quite aside from the question of the social 
wisdom or unwisdom of prolonging the span of 
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human existence, no one can deny the social de- 
sirability of taking steps to check premature 
deaths and to improve the health of the nation 
in terms of the normal cycle of human existence. 
Looked at from a humanitarian point of view, 
what a tender and merciful mission it is to re- 
lieve the suffering of the sick and the mental 
anguish of their friends and loved ones. Looked 
at from a purely material point of view, the 
amount of savings in economic society which 
could be effected by a more intelligent, compre- 
hensive and thorough application of what med- 
ical science has revealed is incalculable. Indus- 
trial accidents, occupational and other diseases 
place a tax upon industry more oppressive than 
the tax which the national and state government 
levy upon it. And while medical science is not 
responsible for this situation, it certainly must 
assume a large responsibility for assisting indus- 
try in checking this deplorable wastage of social 
energy. 


As I see the situation—and here I speak with 
very great trepidation—medical science has made 
amazing progress in its study of human disease 
and its treatment. But no one, least of all the 
medical scientist, would contend that medical 
science has completed its task in this respect. 
Medical science must always be establishing new 
frontiers. Perhaps the task is endless. Cer- 
tainly as medical science brings one disease un- 
der control, our complicated and wholly irrational 
way of living creates new human ailments, in 
many instances more subtle and baffling than the 
older ones. 


Where medical science has failed—or should 
I say where society has failed—is in the per- 
formance of the task of what the business man 
describes as the marketing of his product. Med- 
ical science, to press the analogy further, has an 
excellent product which it furnishes to those who 
know its value and are able to buy it. It has 
not, however, as yet reached the masses with an 
excellent, low-priced commodity comparable to 
what Henry Ford has‘ done in giving economical 
transportation to the masses. In this connection 
let me paraphrase a statement of a former col- 
league of mine. He was fond of saying that the 
rich and fortunate have too few insecurities of 
the right kind and that the masses have too many 
insecurities of the wrong kind. In so far as this 
is true in the field of human disease, we have a 
deep social responsibility to correct the situation. 


Adequate Medical Care Depends on the 
Standard Adopted 


Representatives of the present national govern- 
ment state that approximately sixty-five per cent 
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of the total population of the nation are without 


.adequate housing. The validity of such an opin- 


ion, of course, depends upon what kind of 
standard one adopts for measurement. In so 
far, however, as this is a valid judgment, the 
situation is not due to the fact that in the pres- 
ent state of knowledge we do not know how to 
build adequate houses. It is due to the fact that 
the masses of the people either are not educated 
up to the standard of adequate housing or that 
they cannot afford it at prevailing costs. Think- 
ing vaguely in terms of a similar standard, one 
may with safety state that a similar percentage 
of the total population are without adequate med- 
ical care, not because medical science does not 
have an excellent commodity to offer, but in part 
because the masses are not educated up to the 
standard and in part because they cannot meet 
the current costs of adequate medical care. 


In this connection—perhaps needlessly—lI call 
your attention to a new book by Paul de Kruif, 
entitled “The Fight for Life.” If you have not 
read it, you should. In spots, it may infuriate 
you. I am sure that you will not agree with much 
that he has to say about the everlasting fight 
against human disease. He purposely overdrama- 
tizes some of the battles which medical science 
has waged. A reviewer of the book in a recent 
issue of the Nation says that it “is aimed at 
arousing the general public’s interest in its own 
needs and perils, and if overdramatization pro- 
duces a mass consciousness of the public-health 
problem, I am all for it.” In spite of its limita- 
tions the book is provocative, and worthy of the 
attention both of laymen and of members of the 
profession. 


Role of the Hospital in Modern Society 


In the task of conserving the nation’s health, 
the hospital plays an important if not an indis- 
pensable role. If the task is to be performed in 
the future with that degree of effectiveness which 
it merits, the hospital must play a more impor- 
tant role than it has played in the past. This. 
it seems to me, is apparent when one considers 
the nature of the hospital in modern society. 


Looked at from one point of view, the hospital 
is a social institution which coordinates the serv- 
ices of a group of highly specialized medical sci- 
entists and experts. Just as in business, so in 
medical care, specialization can effectively and 
economically be engaged in only as institutions 
develop through which the services of specialists 
can be coordinated. A commercial bank is a 
business institution which, among other things. 
coordinates the services of financial experts. An 
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insurance company similarly coordinates the serv- 
ices of risk experts. Service institutions, such as 
banks and insurance companies, tend to increase 
in size and importance as the individual business 
units served by them become larger and more 
complicated. In a similar manner it may safely 
be predicted that hospitals will inevitably in- 
crease both in number and in size as the volume 
of demand for medical care increases. To return 
to the analogy which I used earlier, if we are 
eventually to secure mass distribution and mass 
consumption of medical care, it will have to come 
about for the most part through an increase in 
hospital facilities, not only in cities but in rural 
communities as well. 


The Hospital as a Business Organization 


Looked at from another point of view, the 
hospital in modern society is something more than 
a hospital; it is, in addition, a business organiza- 
tion. You no doubt have frequently heard the 
university defined as a community of scholars. 
This is, of course, a very pretty idea. However 
desirable it may be as an ideal, and whatever 
may have been the nature of a university in its 
original sense, we know now that a university 
is something more than a community of scholars; 
in modern society it has become, in addition, a 
business organization. This is a fact to which 
any college or university president will testify. 
The University of Chicago is, as a community of 
scholars, composed of something more than a 
thousand instructional and research members. In 
addition to this, it is an employer of nearly three 
thousand non-instructional and non-research em- 
ployees. It is a purchaser of a large volume of 
general and specialized commodities. It annually 
invests and re-invests large sums of endowment 
funds. 


The hospital, too, may be conceived of as a 
community of medical experts. But in modern 
society, the hospital, like the university, tends 
more and more to assume the attributes of a 
business institution. It, too, has its problems of 
organization, personnel problems, cost problems, 
buying problems, financial problems, and prob- 
lems of public relations. 


The Hospital as a Community Institution 


Looked at from still another point of view, the 
hospital in modern society is or should be a com- 
munity institution. As I have just pointed out, 
the hospital is an institution which coordinates 
the services of skilled specialists. This, of course, 
implies cooperation between the specialists. But 
the hospital is a community or a cooperative in- 
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stitution in an even broader and more funda- 
mental sense. It serves the needs of its com- 
munity, as a business serves its market. In this 
sense, the community has an interest in the hos- 
pital; indeed, it has the right to demand that it 
be well organized, well administered, and well 
staffed. The statement that the hospital is a com- 
munity institution just as definitely implies that 
the community owes it loyal and sympathetic 
support, financial and otherwise. 


If the hospital is to attain that position which 
it should have in our modern complicated society, 
there are certain definite problems which it must 
face realistically and somehow solve. Some of 
these problems are of a scientific character ; others 
are essentially of a business character. I am not 
competent to discuss the problems of the former 
type; but I do wish to discuss briefly and gener- 
ally some of the problems of the latter type. 


Greater Distribution of Wealth and Its Probable 
Effect on Endowments 


While I hesitate to risk my prophetic whiskers 
very far, I am willing to hazard the guess that 
all privately supported institutions, colleges and 
universities as well as hospitals, are going to 
encounter more difficulty in the future in their 
effort to secure large funds than they have en- 
countered in the past. In brief, it is my deliberate 
judgment that we are not likely in this country 
ever to reach another stage in business in which 
large private fortunes can and will be developed. 
To you this may seem as if I were taking a 
defeatist attitude. Perhaps I am. At the same 
time, there are signs on the political horizon 
which simply cannot be ignored. 


Certainly, if politically we move to the left of 
the present government—and that possibility is, 
of course, quite discussable—such a government 
will rapidly eliminate existing private fortunes 
and make impossible the accumulation of new 
ones. Those who are advocates of socialized or 
state medicine will presumably welcome such a 
move. Privately supported institutions, how- 
ever, must face the fact that under such a regime 
they would gradually starve from lack of ade- 
quate financial support. 


We may, of course, move to the extreme right 
and find ourselves by accident or design in some 
form of dictatorship of a fascist type. To me, 
for reasons which I shall not mention here, this 
seems extremely unlikely. If it should come, 
however, and if the experience of similar move- 
ments abroad has taught us any lessons, it means 
that the state will liquidate all private fortunes 
and take over all private institutions of a char- 
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itable and educational character for the glory 
of the state. 


What seems to me to be a more likely shift in 
the political scenes is that the next government 
will move somewhat to the right of the present 
government. It will be known by its friends and 
followers as a liberal government. This, however, 
implies a government which would take strong 
and militant steps to eliminate business monopoly, 
restore competition, and in many ways curb the 
growth of large scale business. Certainly the lib- 
erals among my acquaintanceship feel that such 
a government must gradually eradicate special 
privileges, establish free markets, overthrow tariff 
walls, and work for a greater distribution of 
wealth through a system of moderate income 
taxes and heavy gift and death duties. 


In brief, look where we will on the political 
horizon, the outlook is not promising for large 
endowment gifts to privately supported institu- 
tions. If I am correct in this diagnosis, the hos- 
pital in modern society, particularly the private 
supported hospital—just as all other privately 
supported institutions—must seriously consider 
their future, it must, in brief, consider alterna- 
tive forms of support. This leads to a consider- 
ation of two other problems. . 


Greater Emphasis Upon Organization and 
Administration Needed in the Future 


The hospital must in the future place greater 
emphasis upon proper organization and admin- 
istration. For fear that some of you may think 
that this statement is unduly critical of hospitals, 
I hasten to say that this same statement may be 
just as validly made concerning educational in- 
stitutions. In fact, the statement is not entirely 
inappropriate when made concerning business 
itself. 


There are two reasons why hospitals must in 
the future place more emphasis upon proper or- 
ganization and administration than in the past. 
In the first place, this is necessary to insure 
better medical care. This, however, is a technical 
matter which I am not competent to discuss. 


In the second place, increased emphasis upon 
problems of organization and administration is 
necessary in the interest of economical operation. 
I need not remind you that reduction of costs of 
operations is equivalent to the acquisition of ad- 
ditional endowment income. Moreover, those who 
are able to give money will prefer to give it to 
efficiently operated institutions. 


In this connection it is interesting to note 
that business itself did not give serious and in- 
tensive attention to internal problems of man- 
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agement until near the close of the last century. 
In the early history of industry, in spite of its 
great productivity due to the increasing utiliza- 
tion of power-driven machines, the market for 
goods tended to outrun the productive capacity 
of industry. In that period business men did not 
have to worry much about such questions as mar- 
kets, costs, and internal problems of management. 
They accordingly centered their attention upon 
problems of technology and production, with a 
view of meeting the increasing demand for goods. 
There came a time, however—some time after the 
Civil War—when the situation tended to reverse 
itself. Production caught up with the market 
and began to outrun it. It is interesting to note 
that during this period, business first began to 
give serious attention to problems of internal 
management. The scientific management move- 
ment, the personnel management movement, and 
the increased emphasis upon costs had their be- 
ginning in this period. Business took these vari- 
ous steps with a view of widening profits mar- 
gins by reducing costs of operations. During the 
period referred to, business, in its attempt to 
widen its market and to capture new ones, began 
to develop salesmanship and advertising in their 
modern forms. 


Hospitals and other privately supported insti- 
tutions have had analogous experiences or are 
now passing through them. In the period prior 
to the great depression, many privately supported 
institutions were able to secure funds so easily 
that they were not compelled to worry about costs 
or internal problems of administration. More 
recently, as the sources of such gifts have begun 
to disappear or dry up, hospitals have been com- 
pelled to turn their attention to internal prob- 
lems of management—to problems of organiza- 
tion, to problems of costs, and to problems of 
financial management. As the sources of private 
support continue to disappear, if they do, hos- 
pitals must place even more emphasis upon prob- 
lems of organization and administration. 


It is easy to say that the hospital must place 
greater emphasis upon these problems. It is not, 
however, so easy to tell the hospital what it should 
do about them. As a matter of fact we know very 
little about the problems of organization in any 
field, business, education, or government. The 
literature in the field of business organization al- 
though bulking large, is on the whole extremely 
thin and superficial. As a matter of fact there 
are probably not more than a dozen pieces of lit- 
erature on the subject of business organization 
worth a second reading. Business itself knows 
very little about the subject. It is only recently 
that business men have begun to give the problem 
serious thought and study. There are in business 
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the widest variations in organization and organ- 
ization practice. To an even larger extent the 
comments here made are valid judgments with 
respect to the organization of educational institu- 
tions. Both in business and in education, the or- 
ganization of the individual unit typically has 
not been consciously planned, but like Topsy has 
just grown. Schools of Business which have oc- 
cupied a fairly prominent place in larger uni- 
versities for the past twenty-five years, although 
they have devoted much attention and time to a 
study of the problems, have not as yet made any 
significant contribution to this subject. 


I hope I have not been too gloomy in what I 
have had to say about this problem. Perhaps, I 
should now confess that we have made some prog- 
ress in the study of this highly important topic. 
We do know that there is no one type of organ- 
ization into which every business can be fitted. 
We have arrived at some valid judgments as to 
the appropriate type of organization to be fitted 
to different businesses. We do know that good 
executives can operate with reasonable effective- 
ness under a bad organization. We also know 
that incompetent personnel cannot efficiently op- 
erate an institution, whether business or other- 
wise, under the most perfect organization chart. 
But by and large the experience of business is 
not yet sufficiently integrated and analyzed to 
throw a great deal of light on the problems of 
hospital organization. 


Many hospitals have, of course, made a brave 
start in tackling this problem. Those responsible 
for the administration of hospitals are aware of 
the need, and an awareness of the need is the 
beginning of wisdom. For the past three years 
the Medical School and the School of Business 
of the University of Chicago have cooperated, 
first with financial aid from the Rosenwald Foun- 
dation and now with aid from the Commonwealth 
Fund, in the study of hospital organization and 
administration and in the training of a few highly 
selected students for administrative service in 
hospitals. We do not claim to have solved many 
problems. We are proceeding most cautiously. 
We do believe, however, that we are moving in the 
right direction. Other experiments of similar 
character are being carried on at other institu- 
tions. 


Managerial Problems 


I might speak at great length concerning the 
various managerial problems which hospitals face. 
Time, however, forbids such a detailed discussion. 
I wish, however, to mention the problems which 
I think deserve special consideration because of 
their importance. 
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The first problem relates to the internal con--. 
trol of operations through an effective accounting 
system. Accounting, as the term is used in busi- 
ness, is a system of records and reports dealing 
with day-to-day operations. These records and 
reports are facilitating aids to administration. 
Their function is to inform those ultimately re- 
sponsible for the administration of an institution 
where the institution has been, where it is, and 
where it is probably going. F 


It must be remembered, however, that the in- 
stallation of an accounting system will not per 
se solve the problems of an institution. An ac- 
counting system must be intelligently conceived 
and adapted to the needs of an institution, and 
it must be carefully administered. Moreover, 
those ultimately responsible for the administra- 
tion of an institution must understand what the 
records reveal and heed the lessons which they 
teach. 


For hospitals in general, and for large hos- 
pitals in particular, cost accounting is of par- 
ticular importance. Adequate cost accounting 
data will assist hospital administrators in the 
formulation of their price policies, and hospitals 
certainly have serious problems of price policy 
however they may describe them. Adequate cost 
accounting data will also furnish you standards 
by which to measure internal performance. Some- 
one has said that cost records, if intelligently 
made and interpreted, leave an indelible trail of 
performance. 


In the second place, the hospital, particularly 
the larger hospital, has a difficult personnel prob- 
lem. This problem will, in my opinion, increase 
in importance as time goes on. I need not re- 
mind you that the problem of coordinating the 
services of medical specialists is an extremely deli- 
cate one. Although I do not think our problem 
in educational institutions is quite as serious as 
yours, we too have the delicate problem of deal- 
ing with professorial experts. I speak from long 
experience when I tell you that it is not easy 
to supervise and coordinate the activities of pro- 
fessional prima donnas, particularly when they 
enjoy what we call academic tenure. 


The hospital, particularly the larger hospital, 
faces a difficult problem in dealing with its em- 
ployees other than the medical experts. What 
wage policies should be formulated for these em- 
ployees? Do you assume that because they are 
incidentally engaged in the task of medical care 
they must accept as a part of their compensation 
the satisfaction of having participated in the per- 
formance of a delicate and merciful task? Some 
of you have already faced the issue of recogniz- 
ing unionization of hospital employees. Do you 
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think that they should be permitted to organize 
freely for purpose of collective bargaining? Do 
you think that such employees should be per- 
mitted to strike if some issue arises which cannot 
be settled by patient, tolerant negotiation or medi- 
ation? I do not have any answer to these ques- 
tions. I raise them to indicate that they exist, 
that they are likely to increase in number and 
severity, and that the modern hospital must face 
them, and must formulate policies to guide the 
management when and if they arise. 


The hospital must select personnel who are re- 
sponsible to the trustees for the effective day-to 
day operation of the hospital as a business unit. 
Should these employees be trained in medicine? 
Should they be trained in medicine and business? 
Or should they be trained in business alone? 
Again, I have no answers to these questions. I 
merely raise them here for your consideration. 
I may say in passing that in our experiment at 
the University of Chicago, we have been training 
a few highly selected individuals for this type of 
hospital work. With one or two exceptions, all 
of those who have finished their training are now 
serving internships or hold administrative posi- 
tions in various hospitals throughout the country. 
In the selection of students for this course of 
study, we have chosen some who have had full 
medical training, a few with pre-medical training, 
a still smaller number with only training in busi- 
ness, and, I think, one or two who have had train- 
ing in nursing prior to their admission to the 
course of study. Obviously enough, we are not 
in a position, on the basis of our limited experi- 
ence, to make any generalizations as to what types 
of persons should be selected for training for hos- 
pital administration. But here again is a problem 
to which hospitals must devote thoughtful study. 


The final major problem to which the hospital 
must give more attention in the future is the prob- 
lem of public relations. 


Public Relations 


The term public relations as a function of busi- 
ness management is one of fairly recent origin and 
use. It connotes certain activities which business, 
either on an individual basis or through a trade 
association, engages in with a view of educating 
the public and cultivating its good will. It may 
consist of the dissemination of information con- 
cerning an individual business, it may consist of 
replies to attacks made upon a business or to clear 
up public misapprehensions concerning it, or it 
may consist of a direct appeal for public patron- 
age. The dividing line between advertising, the 
function of which is to create demand, and public 
relations, the function of which is to cultivate 
public gocd will, is not always easy to draw. In 


any event, however, the function of public rela- 
tions in business is to create a public favorable- 


‘mindedness with respect to the business with a 


view to selling more of its goods and services. 


It is interesting to note that the function of 
public relations did not split off from the broader 
function of advertising and selling until a fairly 
recent time. And the reason for this is clear. In 
an earlier regime, when the business unit was 
smaller, there was no great need for a specialized 
functionary assigned to this task. The advertiser 
and the salesman were sufficient as messengers of 
good will. But in modern society, characterized 
by large-scale production and mass distribution of 
goods, consumers more and more found them- 
selves groping in darkness in their efforts to get 
a fair article at a fair price in a fair bargain. As 
this type of impersonality in modern society in- 
creased, businesses, both large and small, began to 
see the need for a specialized functionary engaged 
in the specialized task of cultivating public good 
will and educating the public. 


So far as business is concerned, the function of 
public relations is entirely appropriate, ethical and 
desirable so long as the business in its activities 
stays within the bounds of truth and good taste. 
It is just as ethical and proper for an educational 
institution to engage in public relations of a type 
adjusted to its needs. You may remember that 
last year the University of Chicago appointed a 
vice-president in charge of public relations. Cer- 
tainly it is ethical and proper for a hospital to en- 
gage in a program of public relations of a type 
adjusted to its needs. As a matter of fact, I think 
I am justified in making an even stronger state- 
ment. The hospital, in view of the importance 
of its function in modern society is not only priv- 
ileged, but actually obligated to engage in sound 
public relations activities with a view of creating 
favorable public-mindedness towards it and its 
task. 


There are special reasons why a hospital, either 
on an individual basis or through association with 
other hospitals, should administer intelligent pro- 
grams of public relations. In the first place, it 
would seem that hospitals, particularly through an 
association, can and should be educating the public 
as to its needs in the field of medical care. Med- 
ical science has, if I may be permitted again to use 
a business term, an excellent commodity or service 
to offer to the public. This it can sell to the 
public, without violating its canons of ethics and 
without offending public taste, by appropriate 
public relations activities. 


Summary 
As I pointed out previously, the hospital is or 
should be a community institution. This implies 
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that the community has an interest in the hospi- 
tal, that the hospital owes a duty to the commu- 
nity, and that the community owes a duty to the 
hospital to give it loyal support, financial and 
otherwise. This ideal can only be realized in any 
large measure through the maintenance of proper 
relations with the community. 


Again, as I pointed out previously, the hospital, 
in my opinion, particularly the privately supported 
hospital, is going to experience increasing diffi- 
culty in the future in securing large financial sup- 
port. So far as privately supported institutions 
are concerned, one alternative is to seek smaller 
gifts from larger numbers of members of the com- 
munity. In a sense it is a wholesome situation in 
which larger numbers of persons should have this 
kind of interest in a hospital. It is only when a 
large number of members of the community have 
acquired a direct or indirect financial interest in 
an institution that that institution becomes a 
genuinely community institution. An intelligent 
program of public relations should be of great as- 
sistance to a hospital in increasing its income 
through increased demand for hospital care and 
through large numbers of modest contributions to 
its work. 








In conclusion, the hospital is the social institu- 
tion upon which we primarily rely in our attempt 
to conserve our great economic asset, the national 
health. Its function is to coordinate the services 
of skilled medical experts. In modern society it 
is or should be a community institution. It certain- 
ly has been compelled, under modern conditions, to 
assume many of the attributes of business. At 
present its position is not as safe as it should be 
because it probably cannot rely in the future upon 
large gifts as it has in the past. In this circum- 
stance, it is incumbent upon hospital administra- 
tors to consider alternatives. As a matter of giv- 
ing better medical care and as a matter of re- 
ducing costs of operation, it should give more 
intensive consideration to problems of organiza- 
tion, costs, personnel, and to other problems of in- 
ternal management. In addition, with a view of 
increasing its total income by increasing the de- 
mand for hospital care and by stimulating the 
flow of many modest contributions from the com- 
munity it serves, the hospital, either on an indi- 
vidual basis or through an appropriate associa- 
tion, should develop sound, intelligent and 
comprehensive programs of public relations. 





Wages and Hours Bill Does Not Affect Hospitals 


The opinion of the Hon. Mrs. Mary T. Norton, chairman of the House Labor Committee. 





The American Hospital Association is in receipt of the following communication from the Hon. Mrs. 


Mary T. Norton, chairman of the Committee on Labor: 


Congress of the United States 


House of Representatives 
Committee on Labor 
Washington, D. C. 


Bert W..Caldwell, M.D. 
Executive Secretary 

American Hospital Association 
Chicago, Illinois 


My Dear Dr. Caldwell: 


May 16, 1938 






This will acknowledge receipt of your letter of May fourteenth requesting an exemption for hospi- 


tals in the Wages and Hours bill. 


I cannot see how hospitals or their employees would come under the provisions of the bill. In the 
first place no industry not engaged in interstate commerce comes within the scope of the bill and in 
the second place all professional workers are excluded from its provisions. 


It was clearly not the intent of the committee to include hospitals and I feel safe in assuring you 
that they would not be affected by the Wages and Hours bill. 


June, 1938 


Mrs. Mary T. Norton, Chairman, House Labor Committee. 


Sincerely yours, 
(Signed) MARY T. NORTON. 
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Hospitals as the Community Sees Them 


H. G. ANDREWS 


of what a hospital is or why it is. There is 

doubt in the public mind as to what a hospi- 
tal should do, for whom it should function and 
under what terms and conditions. 


T« general public has only a very vague idea 


Doubtless hospitals—at least most of them—in 
the matter of applied science are in step with the 
times; but many of them, in their genesis, are 
outmoded. Modern needs have outrun the con- 
ceptions, the philosophy—the spirit, if you please 
—from which hospitals sprang. 


Hospitals, as the community see them. 
are probably envisioned in the light of the 
dictionary definition. What is a hospital? 
The dictionary informs us that it is an in- 
stitution or place in which sick or injured 
are given medical or surgical care, com- 
monly in whole or in part at public expense 
or by charity. 


I do not know what the spirit of this association 
says, but my own belief is that the institution 
described in the dictionary is a bit primitive. And 
I must submit further that a hospital system 
which is dependent solely or to a very marked de- 
gree upon the charitable impulse is a trifle un- 
scientific. No one has yet discovered a means 
whereby the flow of generous money will be so 
regulated that it will be commensurate with hos- 
pital requirements. 


Hospitals and Their Financial Problems 


In this respect, permit me to speak as a result of 
first-hand observation. In one capacity or an- 
other I have, in times past, participated in fund- 
raising campaigns which secured a little more 
than eleven million dollars for the use of deserv- 
ing hospitals. Everywhere along the line one 
always ran headlong into the popular conviction 
that hospitals were institutions which the very 
rich maintained for the benefit of the very poor. 
Wherever hospitals have been financed by means 
of a popular appeal there always has been appar- 
ent a marked feeling upon the part of a great 
many people that since Mrs. DePyster Smythe 
started the institution in the first place, either she 
or her descendants could jolly well carry it on. 
This is a sentiment which you must admit is not 
exactly a contribution to the sum total of our 
accurate thinking. 
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All of the members of your association 
may know just how many hospitals there 
are in the United States, which have, during 
the last thirty years, found themselves finan- 
cially embarrassed. 


You may know how many hospitals there 
are whose effectiveness has been curtailed 
because there was no money with which to 
carry on. 


You may know to a penny the portion of 
current hospital income devoted to debt 
service and you may know to what degree 
the diversion of income from hospital serv- 
ice to debt service hampers operation. 


I do not have these figures at hand, but I am 
confident that if the community actually saw the 
hospital as an essential institution, if it were able 
to visualize the importance of hospital coverage, 
a different situation would exist. Or let me state 
the matter from another angle: How many com- 
munities are there in which well-managed, ade- 
quately-equipped hospitals are free from all 
financial problems and present an adequate, well- 
rounded hospital program sufficient to meet all of 
the legitimate needs of the community? Wherever 
such a situation exists, the community actually 
sees the hospital. 


On the other hand, wherever hospital buildings 
are out of date, wherever equipment is deficient, 
wherever hospital facilities are inadequate and 
wherever the public, which should instinctively 
use hospital facilities, does not do so, there you 
have a community which does not see the hospi- 
tal. Moreover, wherever you have a hospital 
which is, in effect, a family-financed institution or 
which is kept going by a handful of persons who 
are wealthy and generous, there again you have a 
picture of the hospital as the community sees it. 


What I am getting at is this: Hospital de- 
ficiencies represent the community concep- 
tion, because, if the community actually saw 
a hospital in the light of local health needs 
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and services, there would not be any 
deficiencies. 


I will admit, sadly, that my own picture of the 
hospital is a bit foggy. I am confused because | 
have never been able to make out to just what 
extent a private hospital is a public institution. 
My thinking is foggy, morover, because I have 
considerable difficulty in visualizing the range of 
modern health services. I know in a vague sort 
of way that the county is in the health business 
and so is the city; and so are the Red Cross, the 
Family Welfare Society, the Anti-Tuberculosis 
Society and I do not know how many other 
societies. 


Hospitals Should Be the Center of Public Health 
Activities 


We have state clinics, city clinics, hospital 
clinics—most of them at different places and 
serving different needs under different auspices. 
What with county nurses, city nurses, Red Cross 
nurses, state nurses, Family Welfare Society 
nurses and the visiting nurses, one’s head is in a 
whirl. All the wayfarer can do is to grab the fair- 
est nurse by the hand and ask for guidance. 


Our generation has failed to develop health 
service leadership. 


Why should not the modern hospital be 
the seat and center of all approved public 
health activities? 


Why should people be taught to travel 
down a back street or a back alley in search 
of some health clinic? 


Why shouldn’t all roads traveled by those 
who need health service lead to the hospital 
door? 


If the state establishes clinics anywhere, 
why shouldn’t they be at hospitals? 


Why shouldn’t every visiting nurse, 
whether she is employed by city, county, or 
state, work out of a hospital? 


Why shouldn’t the hospital be the clearing 
house for all health activities and function 
aggressively and militantly as an energizing 
health center? 


Why shouldn’t the hospital, instead of 
being the passive recipient of community 
largesse, be so established that it will func- 
tion as a community health dynamo? 


Instinctively, I have always resented the fact 
it was the state which certified to the adequacy 
or inadequacy of hospital service instead of hav- 
ing the hospitals pass judgment upon state health 
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service. Somewhere, sometime, there must be an 
end to the rivalry between competing health 
agencies which duplicate service and offer the 
politician an ever-expanding field in which to dis- 
play his talents. 


The Public as a Diagnostician 


The American people know very little about 
hospital technique, but the public, in the long 
run, is practical and it has a talent for diagnosis 
which very frequently amounts to genius. One 
does not have to be an expert cobbler to know 
when a shoe pinches; neither is it necessary to 
be a hospital technician to know whether the 
hospital situation pinches. 


In discussing hospitals as the community sees 
them, I am constantly embarrassed by the fact 
every community—or almost every one—would 
be justified in seeing its hospitals in its own 
peculiar light. Our hospitals have not come into 
existence in accordance with any recognized sys- 
tem. 


Errors of Establishing Hospitals without 
Conforming to a Sound System 


Given a school population of ten thousand boys 
and girls who reside within a definite area, it is 
possible to figure out rather accurately how many 
school buildings will be needed, what sort of 
structures they should be, where they should be 
located, how many instructors should be em- 
ployed, and what sort of training or educational 
opportunities these instructors should provide. 
But we do not go about providing hospital facili- 
ties after this manner. In the past, hospitals 
have happened without conforming to any known 
law. Moreover, hospitals, unlike other institu- 
tions, have not been able to reproduce themselves. 
They do not propagate. 


How did many of our hospitals come about? In 
times past, the formula was rather a standard 
one. If we followed the old method of bringing 
new hospitals into existence, we would proceed 
somewhat after this manner: If some one of us 
had a pot of money and a plot of ground—or just 
a pot of money—the idea would strike us some 
day tnat it would be a fine notion to erect a 
memorial to ourselves or to one of our great- 
aunts. We would mention the idea to a few 
friends and they would tell us we had conceived 
a noble plan. We would get our picture in the 
paper, the Chamber of Commerce would throw a 
banquet and we would proceed to build the wrong 
kind of a hospital in the wrong place, handing it 
a tiny endowment and bequeathing its care and 
custody to those who came after us. However, 
before we departed from the scene, we would 
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establish a self-perpetuating directorate, which 
might or might not be wholly under the thumb 
of our own family physician, a determined man 
who could be relied upon to leave his imprint upon 
the institution. 


This description is by no means a general 
indictment. But we do have hospitals 
founded by families which have run away 
from them. We do have hospitals which 
have been erected in the wrong place. We 
do have hospitals which are not equipped 
for the purpose of meeting peculiar local 
needs. 


The hospital situation, as a result of what has 
gone before, would seem to be a bit “‘woozy”— 
and that is the way the public sees it. More- 
over, it does not help the general situation any 
when John Popovich, recently naturalized and of 
a confiding disposition, feels that he needs medi- 
cal or surgical attention and does not know 
whether to get in touch with the Red Cross, his 
precinct political captain, the poor board nurse, 
his member of the Legislature, the city physician, 
the county doctor, some one of the State clinics, 
the Public Assistance Department, the doctor 
down the street—or the hospital. 


Voluntary Hospital a Community Effort—Not a 
Closed Corporation 


As some of us see the vague outlines of our 
hospital problem, there is an increasing need that 
we should very promptly arrive at a conclusion 
as to just how public a privately conceived and 
privately managed hospital is or should be. There 
is added evidence that the private hospital, which 
survives as the result of public support, is be- 
coming less and less a closed corporation. Self- 
perpetuating directorates are being liberalized. 


This process of liberalization could, of course, 
be carried too far. There is something to be said, 
however, in favor of the contention that if a hos- 
pital directorate were composed of nine persons, 
one director out of the nine could very properly 
represent the city, one the county, and one the 
state. That would be a line-up of six to three, 
which surely should be sufficient protection 
against the politicians. 


Bringing the Hospital into the Range of 
Community Vision 


Now there are some things we must actually 
do to bring our hospitals within the range of 
community vision. And here I am in substantial 
agreement with the experts functioning for and 
on behalf of the United Hospital Fund. The day 
has passed when voluntary hospitals can properly 
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be regarded as an isolated group of institutions 
_wholly independent of all of the other agencies 
which provide care for the sick. 


The United Hospital Fund has called at- 
tention to the multiplicity of convalescent 
homes and homes for the chronically ill, 
independent dispensaries, visiting nurses’ 
groups—and goodness knows what else. In 
times past, any meddlesome, philanthropic- 
ally inclined person has been privileged to ~ 
inaugurate almost any kind of an institution 
founded for the purpose of experimenting 
with the public health—and then, having 
founded the institution, to pass it along to 
the general public as a charge upon Com- 
munity Chest funds or direct contributions. 


Every health agency, from the hospital on 
down the line, should be required to obtain a 
license from a board representing the hos- 
pitals functioning within the area the new 
agency proposes to serve—provided the new 
institution does not confine its activity to 
full-pay patients. For that kind of a new 
institution I would permit the general health 
authority to frame the rules. 


Advisibility of Extending Hospital Services into 
the Home 


Now, permit me to suggest, as a basic principle 
—-a governing consideration—that the community 
will begin to see the hospital when it comes com- 
pletely within the range of vision. And how are 
we going to do that? The answer is: We will do 
that by and through an extension of hospital 
service into the homes of those who cannot afford 
private hospital care in illness but who need not 
necessarily occupy hospital beds. Indeed, I 
imagine there are thousands upon thousands of 
people who need the sort of care and attention 
that only a hospital staff can give but who are 
better off and happier in their homes than they 
would be as permanent residents in any sort of 
institution. 


Hospitals represent a serious endeavor. Their 
usefulness should not be compromised in the pub- 
lic mind by inconsequential fripperies. The day 
has gone by when interest in a hospital should 
represent a social career or when membership in 
hospital groups should be composed only of the 
socially elect. 


No one will ever know how much money—rep- 
resented in terms of potential contributions—the 
hospitals of the United States have lost because 
the social fussers have arranged linen donations, 
have done $500 worth of work, contributed $50 
worth of linen, have grabbed off $5,000 worth of 
newspaper space—and as a net result of their 
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endeavor have convinced the public that hospital 
needs have been met for another year. 


A hospital is a utility, not a charity. 


A hospital should be sound business and not 
a form of philanthropy. 


The sooner we destroy the dictionary 
definition of a hospital, the sooner the pub- 
lic will see the hospital in its proper setting. 


What we need, of course, is a comprehensive 
and continuous survey of hospital needs as com- 
pared with facilities. We must know when we 
are wasting hospital space because we have too 
many kinds of hospital beds which are never oc- 
cupied; and we must know when there are not 
beds enough to meet a definite need which may 
be peculiar to the district the hospital is supposed 
to serve but does not. We must know definitely 
and positively where hospital costs in institutions 
maintained in whole or in part by the public are 
uneconomic. We must also be very certain we 
know where hospital service is unsatisfactory. We 
must know all of these things even if it is 
necessary forcibly to break through the cen- 
sorship which, in various communities, has so fre- 
quently enshrouded hospital operations—a censor- 
ship which in many communities is responsible 
for the fact hospitals are not rewarded by the 
affection they perhaps deserve. 


Hospitals and the Press 


I have known hospitals, in times past, which 
have spent more time in suppressing bad news 
than they spent in creating news that was good. 


The press should be the instrument through 
which a hospital builds good will. And the 
surest way to use the press effectively in building 
good will is to tell the papers the truth. If you 
do, they are more likely than not to be lenient to 
your errors and fulsome in their praise of your 
virtues. 


But to return to the hospitals as the community 
sees them—and what to do about it. If we want 
the public to see the hospital problem in alarming 
perspective, all we need to do is to do nothing 
at all. 


Time is liquidating the voluntary hospital 
and, personally, I shall be glad to see the 
day when every hospital patient is full-pay 
from some source. Certainly the range of 
the hospital’s protective care should not be 
limited by the outside chance that someone, 
somewhere, can be pried loose from another 
dollar. 


Disease and sickness are social liabilities. All 
phases of the public health service are social re- 
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sponsibilities. Hospitals and other forms of local 
health service are not frills—something to be en- 
joyed if, perchance, particular communities de- 
velop men and women who have a lot of money 
and who are inclined to be generous. 


Many Hospital Plants Are Obsolete 


Undoubtedly all of the members of the Hospital 
Association of Pennsylvania are intimately ac- 
quainted with the problems which the modern 
hospital presents—and in most instances to their 
sorrow. Many hospital plants are either obsolete 
or becoming so. Thousands of hospital beds are in 
buildings more than thirty years old—buildings 
which were improperly designed in the first in- 
stance. 


Hospitals, as a rule, have no undivided 
profits. They have established no reserves. 
Many of them face the future with old build- 
ings, meager equipment, high hopes and a 
big debt. 


The modern hospital, in far too many instances, 
has suddenly realized that it is actually, among 
other things, a business institution which over a 
period of years has lacked sound business admin- 
istration and which, in company with most mod- 
ern industries, needs new capital. Apparently 
the well-springs of generosity from which many 
hospitals in the past managed to meet their an- 
nual deficit are drying up. Hospital managements 
will therefore begin looking more and more to 
Government for assistance. 


If Government is to become increasingly 
potent in hospital circles, hospital profes- 
sionals would do well to have a hospital plan 
to present; otherwise, since something is al- 
ways better than nothing, they will, in the 
final showdown, be compelled to accept a 
political hospital plan. 


Comprehensive Hospital Program Necessary If 
Voluntary Hospitals Are to Survive 


Taken all in all, it would seem that hospital 
management faces what will undoubtedly be a 
very interesting future. Hospitals will need new 
money for new buildings, new money for work- 
ing capital, new money for equipment. Many 
hospitals, in addition, must refund or refinance, 
in some manner, their ancient obligations. 


As a matter of cold, hard fact, the volun- 
tary hospitals, like our voluntary transpor- 
tation facilities—the railroads, for example 
—must set their house in order themselves 
or Government will take them over. That’s 
the general conclusion reached by David H. 
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McAlpin Pyle and I am in agreement with 
him. 


And what are the hospitals to do? Ho, ho! 
“Shake not your gory locks at me. Thou canst 
not say I did it.” The great American public has 
not been running the hospitals. The hospital 
people have been running the hospitals—and in a 
great many instances they have wanted it jolly 
well understood that they didn’t desire any inter- 
ference or suggestion from outside sources. 
“Please, sir, you peddle your papers, and we'll 
run the hospitals” has been the attitude. 


However, if the voluntary hospital is to 
survive, it must evolve a comprehensive hos- 
pital program. That comprehensive pro- 
gram must be based upon a coordination of 
existing health agencies, upon the establish- 
ment of hospital leadership in health mat- 
ters and upon the development of new bases 
of financial support—aside from Govern- 
ment. 


At this stage of the game, the develop- 
ment of a comprehensive hospital plan isn’t 
primarily the concern of those who speak 
for the public. The public can appeal to 
Government—and it is up to the hospitals 
to show the better way. 





Hospital development has been proceeding in 
haphazard fashion in this country for the last one 
hundred years. ‘We have reached the point where 
the hospital situation must be systematized—and 
the job can not be dodged. If those who represent 
the voluntary hospital desire that type of insti- 
tution to survive, they must act. If they do not 
act, the termites and the sheriff will get them. 
Obsolescence and debt will do their perfect work. 


“The Hospitals as the Community Sees Them!” 
They loom as institutions, noble in purpose, which 
have conducted an interesting experiment based 
upon the theory of voluntary support. This ex- 
periment has failed. The hospitals must evolve 
new methods, new ideals, new leadership—or the 
Government will get you. 


Those of us in times past who have attempted 
to intervene in particular hospital situations and 
have had our fingers soundly rapped now stand 
upon the sidelines and say, “It’s your move, doc- 
tor—and in the interests of the institution you 
represent, you had better move in the right direc- 
tion.”” And, mind you, you can not come rushing 
to the public and say, “Fireman, save my child!” 
It’s your baby—and you are supposed to be baby 
specialists. 
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An Interesting Decision of the Canadian Courts 


In the case of Dame Rosa Ducharme vs. the 
Royal Victoria Hospital (Superior Court of the 
District of Montreal No. B-151442) the Plaintiff 
sued for $20,000 damages, joining the patient’s 
attending physician with the hospital in the suit. 


The plaintiff alleged, among other things, that 
her husband suffered an accident to his leg which 
necessitated an operation which took place June 
17, 1935, at the defendant hospital; that he died 
suddenly on the operating table while the anes- 
thetic was being administered; that the death was 
due to negligence, gross and culpable, by the de- 
fendants or their representatives; that the anes- 
thetic was not given with all the precautions, ex- 
ercised by the rules of the profession, before and 
at the finish of the operation; that the anesthetic 
was administered by a nurse employed by the de- 
fendants, and on their orders practiced and ad- 
ministered anesthetics contrary to the law. 


In rendering the opinion, the Court held that 
the plaintiff to succeed in her demands must prove 
(a) that an error was committed by the defend- 
ants, or one of them; (b) that a detriment was 
suffered by the plaintiff; (c) that the detriment 
suffered was in consequence of the error com- 
mitted. 
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The Court held that the evidence established : 
(a) that administration of general anesthesia is 
a dangerous thing even to the extent of being 
capable of causing the death of the person who is 
under it; (b) that during the administering of 
the anesthesia, surprises, complications, sudden 
and unexpected situations, dangerous and capable 
of causing death, can give rise; (c) that with the 
assistance of a specialist in anesthesia, expert in 
this branch of medicine, the life of a patient can 
nearly always be saved if complications arise dur- 
ing the administering of the anesthesia. 


The Court held that the evidence did not prove 
that the death of the plaintiff was caused by er- 
roneous or defective administration of the anes- 
thesia, or that the death was caused by the inex- 
perience or incompetence of the nurse anesthetist. 


The Court held that the plaintiff had not suc- 
ceeded in proving that the detriment she suffered 
is the consequence of the error committed by the 
defendants, it results that the action, unfounded 
in right, cannot be upheld. 


The Court maintains the defense and dismisses 
the plaintiff’s action without costs. 
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The Doctor Looks at His Hospital 


RICHARD F. WEISSBRENNER, M.D., F.A.C.S 


HE average doctor today would find it im- 
possible to do a large percentage of his work 
without a modern hospital. 


Twenty-five years ago there were still many 
men not only willing but capable of doing their 
work where they found it. Changing housing 
conditions and the advent of apartment life made 
it impossible to continue that method. The mod- 
ern hospital developed in response to a definite 
need. 


Doctor’s Advantages in Modern Set-Up 


There are many advantages in the modern set- 
up. The object of this discussion is to look at 
them from the doctor’s point of view. There are 
different points of view. A common one is that 
the doctor has fulfilled his obligation and that his 
responsibility ends when he sends his patient 
to the hospital. The answer to this attitude is 
that in order to receive he must also give. He 
must be willing to maintain a high standard of 
personal efficiency and also guard the reputation 
of the hospital. This can be accomplished only 
by active assistance and personal effort. Passive 
acceptance of advantages is not sufficient. 


Every advantage accepted carries with it the 
responsibility of helping to maintain the condi- 
tions which make that advantage possible and of 
adding something for future use. Advantages 
can only be continued when obligations are ac- 
cepted. 


Every doctor when he proposes hospitalization 
to a patient has in mind a procedure which he 
intends to follow. That procedure has for its 
object the restoration of the patient to as nearly 
a normal state of health as possible. The object 
is always the same. The problems may differ. 
It may be the making of a diagnosis or the treat- 
ment which follows. The hospital is always called 
upon to provide the physical and mechanical 
means necessary, but there are other factors 
which must be present if the best interests of the 
patient, the hospital, and the doctor are to be safe- 
guarded. It must provide consultation with men 
of experience and judgment. It must provide 
an opportunity to share and assume responsibil- 
ity. It must provide help to the doctors with 
their problems and security in carrying out the 





eevee at the Tri-State Hospita’ Assembly, Chicago, May 
4, 1938. 


June, 1938 


The Author 


@ Dr. Richard F. Weissbrenner is a mem- 
ber of the Attending Staff of Ravenswood 
Hospital, Chicago. 





necessary procedure. All this the hospital does 
in surroundings that are a definite advantage to 
all concerned. These facts are perfectly obvious 
and are the principal reason for the hospitals 
existence from the doctor’s viewpoint. 


The Character of the Hospital Reflects the 
Character of Its Medical Staff 


We believe that the character of the men is 
reflected in the character of the hospital. Certain 
types of men gravitate to certain hospitals and 
these men and the hospitals to which they are 
attracted have certain definite characteristics in 
common. This tendency applies to both desirable 
and undesirable characteristics. 


Undesirable characteristics are defects in per- 
sonality which the individual is unable or un- 
willing to change and which make it impossible 
for him to become a part of the institution. The 
individual who insists upon personal advantages 
at the expense of the future of the institution is 
definitely undesirable. ; 


An institution must constantly be on its 
guard not to acquire men with undesirable char- 
acteristics. The classification committee must 
be constantly on the alert. One of its most im- 
portant functions is to see that only men who 
can be assimilated are recommended for staff 
positions. The applicant’s previous affiliations 
are an index of his ability to be assimilated and 
find a place in the new organization. This is im- 
portant because a knowledge of the character of 
the men and the quality of work done is the com- 
mon property of the entire profession and forms 
the basis on which the hospital is classified. It 
takes considerable courage and determination to 
resist pressure to admit an individual who is 
obviously impossible. Not infrequently this type 
will be keenly alive to the advantages of affilia- 
tion with a group whose standards are high. 
Their motive may be personal financial gain and 
the acquisition of a cloak of respectability. They 
have no difficulty in finding support. 


23 





Ideal of Professional Excellence 


The greatest need today as well as the greatest 
danger both to the medical profession and the 
hospital is the need or loss of the ideal of pro- 
fessional excellence. 


The protection and furtherance of that ideal 
is the direct responsibility of the staff. 


It may appear to some that I have stressed too 
much professional reputation. By professional 
reputation I mean that of the hospital and the 
staff. The two are inseparable. The one de- 
pends upon the other. I have stressed this phase 
purposely because the maintenance of profes- 
sional standard is the only motive which will re- 
sult in an enduring reputation and it is reputa- 
tion which fills the hospital with patients. 


If every member of the staff and every attend- 
ing man would ask himself two questions before 
he sent a patient to the hospital we would not 
need to worry about our professional reputation. 


The first question is this: 


1 What effect will the selection of a hos- 
pital and the procedure I intend to carry 
out have on my professional reputation? 
How will it affect me? 


2 Will the patient know when he leaves the 
hospital that he has been benefited? 


The tendency of the average hospital is to be 
all things to all people. It specializes in types 
of service from a medical point of view, and may 
refuse to accept some cases, such as infectious 
and mental cases, and is justified in so doing if 
it is not equipped to handle them efficiently. It 
appears to me that it has the same right to select 
its patients on a social, cultural, and financial 
basis. The community in which a hospital is 
located is founded on these facts. If it would 
adequately serve its community it must consider 
its needs. 


Size of the Hospital Not Always a Criterion 
of Efficiency 


The tendency to accept size as the criterion of 
efficiency and to accept as a pattern the large 
institution may be a definite disadvantage. A 
hospital must retain an individuality in keeping 
with its community, otherwise it will lose its 
identity and dissipate its energy in useless ac- 
tivity. It should specialize in the type of service 
it is best qualified to supply. 


Size alone is no criterion of the character of 
work done. The two are not necessarily syn- 
onymous. 
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Nor does this mean that a hospital to achieve 


_ its real professional place must be insolvent or 


that it must be a huge institution with many 
prominent names on its list of staff members. 
There are many small hospitals unendowed and 
solvent whose reputations are the equal of any. 


Nor does it mean that the profit motive does 
not operate in the professional man. Any one 
who has solicited doctors for funds for some im- 
provement or equipment has come in contact with 
the man who expects a definite financial return 
for every dollar he has contributed. That atti- 
tude is an index of the state of his development. 
The contribution in itself is not sufficient. He 
must contribute both time and effort to further 
the best interests of the institution in order to 
fulfill all his obligations. 


Another fallacious idea fairly common in some 
doctors is that of saving money for the patient. 
When it is done the hospital is likely to be the 
only one to contribute. The surest way of low- 
ering an individual’s credit rating is to give him 
something for nothing or give him an advantage 
to which he is not entitled. 


Medical Men Should See That the Interests 
of the Hospital Are Protected 


Every medical man is familiar with the non- 
medical needs of the hospital if he is at all ob- 
servant. He should see that the interests of the 
hospital are protected. 


It is quite safe to make the statement that the 
individual who asks and expects special consid- 
eration is very likely not entitled to it. This 
conclusion applies to the entire personnel, as well 
as the patient. 


It is difficult for me to subscribe to the idea that 
a man can be a good doctor and a poor business 
man. Can a man who is careless in his business 
methods be anything else in his profession? Cer- 
tainly both require careful attention to detail, 
knowledge, insight, and judgment based on ex- 
perience. They are the fundamentals of success 
in any endeavor and are an index of character 
and training. Can they operate in one field and 
not in another? They are fundamental and are 
either present or absent. The idea that one can 
be present and the other absent in the same in- 
dividual is nonsense and is usually advanced in 
response to a defense reaction. I believe business 
managements have a right to be critical when 
both characteristics appear to be present in the 
same individual. 


Dual Reputation of the Hospital and 
Physician 


Every hospital as well as every physician has 


HOSPITALS 











a dual reputation. One is their reputation with 
the public and the other their professional repu- 
tation. The esteem in which the institution is 
held by the profession depends upon its profes- 
sional reputation. One is based upon location, 
fashion, social standing, and physical comforts 
and to a lesser extent upon real worth from a 
lay point of view. The other depends entirely 
upon the professional character of the work done 
and the character and professional standards of 
the staff. The professional reputation charac- 
terizes the staff and it is the staff that sells the 
hospital to the public. 


It is my experience that it is less difficult to 
sell a hospital to a patient now than it was twenty 
years ago. This is due to the fact that the public 
has been educated by the various classification 
groups to demand high professional standards 
and has learned to discriminate. It also knows 
that the patient’s best interests are served by a 
hospital whose staff comes up to the desired pro- 
fessonal qualifications. The setting up of high 
standards has been responsible for most of the 
progress made. 


Relationship of the Doctor to the Hospital 


Every doctor goes through two phases in the 
development of his relationship to the hospital. 
The first phase is completed when he arrives at 
the conclusion that he has fulfilled his obligations 
to the hospital by recommending the hospital to 
the patient. He reaches this point of view at the 
time when the economic pressure on his own ex- 
istence has been relieved by a growing practice, 
and experience has restored his self-confidence. 
He attributes to his own efforts results that in a 
large measure are due to equipment and associa- 
tions furnished by the hospital. He usually has 
no knowledge of the struggle and effort of others 
in the evolution of the institution to the point 
where it supplies his needs and enhances his repu- 
tation. 


He has not stopped to analyze his reasons for 
preferring a given institution. His success is 
financial and attributed entirely to his own efforts. 
He is satisfied with his reputation with the pub- 
lic. He has yet to learn that his real reputation 
and the only reputation that will finally satisfy 
him is his professional standing. What his asso- 
ciates think of him as a physician becomes of 
more importance than the attitude of the public. 
That reputation does not depend upon the quan- 
tity of the work he does but on the quality of it. 
The presence of too many men whose ideal is a 
reputation with the public may be a real menace 
to an institution and is the reason so many hos- 
pitals fail to gain the prominence they otherwise 
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would. It also explains why some men remain 
doctors and never become physicians. Crude com- 
mercialism and the profit motive will not enhance 
the professional reputation of either the hospital 
or its staff, nor will it entirely satisfy either one. 


The quickest way of converting a man to a 
larger view of his obligations to a hospital is to 
acquaint him with the history of its evolution and 
put him to work. 


The Young Doctor and the Hospital 


One of the first problems that confronts the 
young doctor in the practice of his profession is 
the need of a hospital to which he can send his 
patients. It is impossible to evade the problem 
for very long in the modern social setup. A hos- 
pital is as necessary, indeed more necessary than 


‘many instruments in common use. 


Early in his career the selection is not so much 
a choice as it is the result of accidental contacts, 
convenience, or the friendship of some one con- 
nected with a hospital. 


The doctor who begins anywhere near the hos- 
pital in which he interned invariably returns to 
that hospital with his first patient. He may have, 
and usually has, criticized the hospital unspar- 
ingly and with considerable feelings. He may 
even have felt and expressed the opinion that his 
scientific knowledge and ability was superior to 
that of the attending men. But his first patient 
sends him back to the hospital to contact the men 
with whom he has worked. 


The hospital then means sharing responsibility, 
help with his problems, and security. These three 
factors continue to operate for the remainder of 
his professional life, and from the doctor’s point 
of view constitute the primary reason for the 
hospital’s existence. 


Why is it that some men remain loyal to one 
institution over a long period of time, in some 
instances during their entire professional life, a 
period of 30 to 40 years, while some change from 
one hospital to another and may have patients in 
two or three? 


Greatest Asset of the Hospital 


I repeat the professional reputation of a hos- 
pital is its greatest asset and is the basis on 
which the mature professional man chooses his 
hospital for long-time affiliations. 


The majority of staffs can be divided roughly 
into two main groups, largely on the basis of their 
views concerning reputation. It is with expe- 
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rience and the development of a mature insight 
that they feel the need of working for the future 
of the institution. An institution is fortunate if 
it has a large group of men with this point of 
view. With the newer members it is largely a 
matter of education and development. 


It is self-evident that the public attitude must 
receive attention, but there is a tendency on the 
part of the Board and hospital management to 
give it first place; sometimes ahead of the profes- 
sional reputation. I believe this is wrong, because 
I feel it is easier to fill a hospital with patients 
than it is to acquire a staff of the character and 
ability necessary to maintain the highest profes- 
sional standing. 


The tendency to lose sight of the professional 
ideal cannot be placed entirely on the staff. The 
pressure has in some instances come from other 
sources. No one would belittle the efforts of lay 
boards or fail to realize their value to an institu- 
tion, but their attitude will always be that of a 
layman. Nor has it helped much to elect mem- 
bers of the staff to Boards of Directors. There 
appears to be something in that combination that 
has a tendency to make the doctors think as 
laymen. These two groups have entirely different 
reasons for their existence, different viewpoints, 
viewpoints which are consistent with the func- 
tions each exists to perform, but it will always 
remain the duty of the staff to determine medi- 
cal policies and maintain the professional ideal 
we have stressed. 


Many of the differences of opinion and friction 
between the two groups could be quickly and 
completely eliminated by more frequent contact. 
Each functions in a separate field, both of great 
importance to the hospital. To know the prob- 
lems of each other would promote the growth of 
both. This could be accomplished by joint meet- 
ings at which problems could be discussed from 
both points of view. Each could bring to the dis- 
cussion a point of view based upon special expe- 
rience in their own department. 


A correction which I believe would help a great 
deal in promoting the best interests of both 
groups, is the staff appointments to the Board of 
Directors for a definite limited time, without re- 
appointment. Appointment for a limited time 
would permit a greater number of staff men to 
acquire a personal knowledge of non-medical 
problems, which are essentially the business of 
the Board. This is proven by the attitude of 
chairmen of staffs, who are in some hospitals ex 
officio members of the Board during their term 
of office. The change of attitude and the devel- 
opment of interest in the institution is one of the 
marvels of the organization. 
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Teaching Function of the Hospital 
The second function of the hospital I would like 
particularly to emphasize is the opportunity which 
it affords for continuous postgraduate study. 


The hospital with its various departments and 
laboratories, all under one roof, convenient for 
observation and discussion, serves the purpose 
for continuous postgraduate study. 


The term “teaching institution” is usually re- 
stricted to the larger institution connected with 
a medical school, and either heavily endowed by 
private individuals or subsidized by the state. It 
reaches and is concerned mostly with the under- 
graduate. They occupy a very definite and im- 
portant position, but the vast majority of men 
in active practice are associated with and must 
continue their studies in smaller hospitals not so 
endowed. Some of these hospitals are non-sec- 
tarian, some are sponsored by religious organiza- 
tions. All are organized “Not for Profit” and 
must depend upon their own efforts and the as- 
sistance of individuals for financial support. All 
are organized for service to humanity. Their 
function as a teaching institution has not been 
stressed and often entirely overlooked, an over- 
sight which has prevented and kept them from 
reaching full stature and has a tendency to de- 
prive the community of a type of service of im- 
mense value to its people. 


These hospitals could occupy a very important 
place in the general scheme of continued study 
and would reach a type of doctor impossible to 
reach in any other way. Doctors must be edu- 
cated to see that time and effort expended in keep- 
ing abreast of advances in knowledge and technic 
should be looked upon as an investment. 


There can be no question but that a hospital 
that functions as a center of postgraduate educa- 
tion increases the efficiency of the doctors of a 
community and improves the standards of prac- 
tice. Any institution which improves the charac- 
ter and grade of service rendered to the public 
has justified its reason for existence and is en- 
titled to the respect of all concerned. This func- 
tion has not been sufficiently developed but has 
eminent possibilities and should be encouraged by 
all. 


When we look upon the hospital as a whole as 
an integrated organization, we find that it ful- 
fills the object for which it was organized when 
it serves the community in which it is located by 
giving it the best there is from a professional 
point of view. When both the hospital and its 
staff maintain a high standard, then all con- 
cerned command the respect of the community 
and are entitled to whole-hearted efforts to main- 
tain them. 
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Problems of the Hospital Pharmacist 


S. W. MORRISON 


OSPITAL pharmacy is undergoing critical 
faa | examination and consideration at present 
and will eventually grow and develop into 
a most important part of pharmacy and will 
attain a greater degree of efficiency and service. 
The American College of Surgeons has set mini- 
mum standards for the hospital pharmacy. The 
American Hospital Association has made a thor- 
ough study of pharmacy and presented several 
recommendations. The American Pharmaceutical 
Association has likewise recognized the impor- 
tance of this work and organized a subsection on 
hospital pharmacy. This section is conducting 
a study of conditions in hospitals with the pur- 
pose of making standards for this specialized 
pharmaceutical work. 


Every hospital pharmacist owes it to himself 
and his profession to be a member of an organiza- 
tion that is striving to better conditions and raise 
the standards of the profession. The American 
Pharmaceutical Association is very ably serving 
the needs of pharmacy and will continue to ac- 
complish even greater things if we will but give 
our support. 


The Hospital Pharmacy Deserves Recognition 


In general, the hospital pharmacy does not get 
the recognition that it deserves. Many are in 
poor locations, have insufficient space and help, 
and lack good equipment. Too often the drug 
rooms are not clean or inviting in appearance, 
equipment is tarnished or soiled and dirty uten- 
sils are allowed to accumulate. This may be due 
to an incompetent pharmacist, lack of funds, or 
lack of information by the superintendent con- 
cerning the needs of the pharmacy. 


An adequate library should be required in every 
hospital pharmacy where information concerning 
medical substances may be obtained. The doc- 
tors and interns are always eager to receive sug- 
gestions and information pertaining to drugs or 
prescription writing. 


The hospital pharmacist should specify the 
purchase of drugs and supervise the preparation 
and dispensing of all drugs and solutions. Fre- 
quently some of these duties are done by others 
who are not pharmacists. The pharmacist should 
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be prepared to assay any product of doubtful 
quality. 


Hospital Formularies 


A great deal has been published regarding ra- 
tional therapy, hospital formularies have been 
recommended and a pharmacy committee sug- 
gested for every hospital. For most hospitals 
these are desirable suggestions to follow. The 
hospital pharmacy committee is useful in deter- 
mining what preparations should be used and in 
that way will eliminate expensive drugs and dupli- 
cation of drugs of similar use. It should be the 
duty of the pharmacist and this committee to 
promote the use of USP and NF galenicals. The 
cost of medication will be decreased, there will be 
less dead stock and a smaller variety of medica- 
ments will be needed. 


The use of a hospital formulary will likewise 
be of aid to the physician so that he will know 
what is obtainable and can prescribe special form- 
ulas by name and save time, especially in a busy 
dispensary. This plan is satisfactory, provided 
it is not carried to the extreme. It should not 
limit the type of or number of drugs or the form 
of administration of the drugs, but should elimi- 
nate proprietaries and drugs of similar use. 


It is our policy to permit the doctor to pre- 
scribe any form of medication that he wants. 
Powders, capsules, suppositories, or special solu- 
tions for injection may be had when desired. 
This provides a greater variety of prescriptions, 
it provides better teaching to the medical student, 
and gives the variety that is desirable for the 
pharmacy students who receive instruction and 
training at the hospital. 


The manufacture of galenicals is one way of 
lowering the cost of medication and rendering a 
better service to the hospital. Many hospitals do 
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not have sufficient help to manufacture galenicals 
and intravenous solutions. In some cases added 
help is justified by lowering the cost of the 
preparation. 


The use of intravenous dextrose solution has in- 
creased to the extent that it becomes one of the 
major duties of the pharmacist to prepare these 
solutions. A 50 per cent stock solution can be made 
with fresh triple distilled water, filtered, and then 
diluted to 5 per cent or 10 per cent, as desired. 
Forty ounce bottles are used for the solutions; 
they are capped with parchment paper and steril- 
ized at once at 15 Ib. twenty minutes in the auto- 
clave. Absolute cleanliness of bottles and tubing 
is necessary and must be washed immediately 
after using, with soap and rinsed thoroughly with 
distilled water. The cost of 10 per cent dextrose 
solution is 3 cents per liter (excluding labor) and 
it would cost 65 cents a liter if purchased. 


Ampuls of congo red, indigo carmine, isoiede- 
kon, procaine sodium citrate, sodium iodide, caf- 
feine sodiobenzoate, and others can be made at 
great savings. The ampuls can be filled from a 
large hypo needle attached to a bruette. In some 
instances, the solution is placed in rubber capped 
vials and sterilized. Ampuls of calcium glu- 
conate cost 3 cents per ampul to prepare and 
would cost 14 cents if purchased. The cost of 
labor would not make up the difference. Ampuls 
of sodium iodide 10 per cent cost 5 cents each, but, 
if purchased, the cost would be 14 cents each. 


Use of Bulk Ether for Anesthesia 


Further economy may be effected by use of 
bulk ether for anesthesia. We have used bulk 
ether USPXI in 27 lb. drums for nearly three 
years with very good results. Rarely do we find 
a drum of ether that cannot be used for anes- 
thesia. The ether is tested each time it is issued 
to the operating room, for acids, aldehydes and 
peroxides. The USPXI tests are used for the 
acids and peroxides and the sulfurous-acid fuch- 
sin T.S. is used for the aldehyde test. The ether, 
if satisfactory, is put into one-quarter and one- 
half pound cans and tightly stoppered with corks. 
The ether is quickly used and is never more than 
one week old. Bulk ether would not be recom- 
mended for smaller hospitals where the demand 
is less. 





How the Hospital Pharmacy Effects Economies 


Most of the galenicals can be made in the hos- 
pital pharmacy with a considerable saving. For 
example, alkaline aromatic solution can be made 
for 35 cents a gallon, but would cost $1.44 a gal- 
lon if purchased. The labor and time involved 
would not make up the difference in cost. Syrup 
iron iodide costs $2.35 a gallon to prepare and 
$6.96 a gallon if purchased. Tincture belladonna 
costs 85 cents a gallon, as compared with $5.00 a 
gallon wholesale. Camphorated tincture opium 
costs $1.25 a gallon and $3.81 a gallon wholesale. 
Ephedrine inhalant costs 45 cents a pint to make 
and $7.20 a pint wholesale. Elixir terpin hy- 
drate with codeine is easily made and costs $3.75 
a gallon, but costs $8.40 a gallon if purchased. 
Elixir three bromides costs $1.50 a gallon to 
make and $3.65 a gallon when purchased. Elixir 
phenobarbital NF costs 85 cents a gallon to make, 
but $3.00 a gallon when purchased. Ointment 
ammoniated mercury USP costs 35 cents a pound 
to prepare and $1.00 a pound wholesale. 


Since our hospital is a teaching institution, we 
also give the students instruction in tablet manu- 
facture. Tablets of ephedrine phenobarbital, so- 
dium chloride, methenamine, sodium acid phos- 
phate, thyroid, and many others can be easily 
made, and will cost much less than the wholesale 
price. Tablets ephedrine HCl *4 gr. in normal 
times cost $2.00 a M to make, but would cost about 
$17.00 a M if purchased. Tablets of sodium bro- 
mide 10 gr. cost 60 cents a M, as compared with 
$1.37 a M wholesale. Ammoniated chloride 5 gr. 
cost 13 cents a M, but 55 cents a M wholesale. 
Hyoscine HBr 1/100 gr. tablets cost 27 cents a M 
to make, but $1.20 a M if purchased. It might 
prove practical for you to invest in a tablet ma- 
chine, which may be purchased for as little as 
$75.00. 


Our hospital is divided into departments, each 
one having a separate budget. The pharmacy de- 
partment operates on a revolving fund, the in- 
come coming from drugs charged to the various 
departments and cash from the out-patient pre- 
scriptions. Such a plan requires that the pur- 
chases of drugs must be closely watched by both 
the pharmacist and the department head. A hos- 
pital of 400 beds can successfully operate on 
$7,800 a year for drugs and still give the physi- 
cian a wide variety of preparations and drugs 
to use. 
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The Job of Illness 





DOROTHY KETCHAM 


EN we ask about a job, we want to 
Wi ive something about its responsibili- 
ties, the training and personality require- 
ments, the wages, hours, and conditions of work, 
with whom we work, and many other points. If 
illness could be looked upon as an absorbing job, 
at critical, frequent, occasional, or usually in- 
evitable intervals in life, it might be found that 
both the sick person and those by circumstances 
attendant upon him have many things in common. 
Sickness brings responsibilities and maturities not 
always pleasurable. Separations, dependencies, 
restraints, and difficulties which often accompany 
it are very hard to understand. At the same time, 
it often brings a depth of understanding, toler- 
ance, satisfaction, and encouragement not reached 
elsewhere. Sickness may warn or threaten in 
some situations but, from the point of view of 
the patient, it is in many respects an authori- 
tarian, demanding intervals for diagnosis, obser- 
vation, treatment, and convalescence regardless 
of convenience and resources. 


Analyzing for Points of Contact 


Educational and governmental agencies are an- 
alyzing and identifying individual capacities, re- 
sources, and interests to encourage and require 
adaptation, enrichment, understanding, and func- 
tion cementing the individual with the group, the 
group with the individual. In illness a similar 
interpretation must be negotiated and applied for 
the patient, the institution, and advisors to se- 
cure identification of factors, mutuality of objec- 
tive, and exchange of methods. There may be a 
wide difference of opinion at many points but the 
fusion of ideas and skill into a workable program 
requires time, skill, and integration. What con- 
tributes to smooth functioning may be very satis- 
fying to some and a profound defeat to others. 
How far the patient, his family, resources, and 
circumstances within the community participate 
in a positive or negative way may be redeter- 
mined at any and sometimes it seems every point, 
for there are physical, mental, social, individual, 
professional and lay values to be drawn in. 


The time interval may be short or long, but 
sickness may be recognized and used not only as 
a deterrent but as a means of understanding the 
patient, and those associated with him. We give 
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up a cherished plan to maintain life in another, 
threaten our own future security to reduce the 
discomfort of one near to us. The experience of 
caring for a sick person in the home or paying 
medical and hospital bills is woven into the warp 
and woof of our lives. We defer to the community 
unit, the method of financing, the requirements of 
indigency to procure relief of discomfort, contin- 
uity of life, return to function for ourselves and 
dependents. 


Illness Develops New Values 


The diagnosis, care, and treatment of the dis- 
eased condition in the patient is the conceded field 
of the physician but related areas of life must be 
carried on to sustain the individual. The patient 
in this situation is a silent partner whose life at 
the time is quite twisted from its usual course. 
Accustomed to employment, he finds time for con- 
templation. Used to making decisions of his own, 
he is advised regarding every detail of what he 
once thought his own bodily affairs. He is meas- 
ured, weighed, dieted, observed, and tested to pro- 
cure new evidence of the disease and the disease 
picture. 


The job of the patient is very real and requires 
attitudes and skills heretofore unknown or unde- 
veloped. New values and ideas flood in to widen 
understanding, cement prejudice, strengthen fears, 
or defeat discouragement. Can they be used to 
smooth the difficulties which inevitably arise each 
day, by the use of time and activity for a fuller 
expression of needs and desires? For the patient 
whose life is disrupted today picks up the threads 
tomorrow to continue for years what remains of 
life and happiness. There are modifications to 
be made, but there are also satisfactions and 
strengths to be encouraged not always by direc- 
tion but by growth within the individual that a 


. greater productivity may be procured even with 


inexorable limitations. Can the period of hospi- 
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talization be used to encourage the individual in 


social and community performance and participa-. 


tion as well as in the diagnosis and treatment of 
disease? Attained health or continued life di- 
rected to negative or selfish ends may be some- 
thing of a luxury. Social usefulness is a wide 
term which is applied rather specifically to the 
individual and his performance. 


Guiding Role of the Hospital Influences the Life 
and Social Participation of a Patient 


A concept of work seems to permeate the nego- 
tiation, approach to, and completion of adult life 
as effectively as school, its interest, requirements, 
and accomplishments, challenge youth and parents 
as a major individual and community objective. 
The hospital again assuming in illness a critical 
guiding and community role will have enormous 
significance both in the life and employment of 
patients as well as those employed. The interval 
of illness resembles unemployment insecurity, de- 
feat, enforced idleness, dependency, and restraint. 
The social worker, the teacher, the occupational 
worker within their skills seek to maintain group 
and community understanding, dealing not only 
with patients but personnel to define with youth 
and adult vocational transitions, possibilities and 
interests sometimes latent or unexpressed, as well 
as the slow climb back to social inclusion, recog- 
nition, participation in home, work, school, or 
other groups. 


The problem of potential work presented is es- 
sentially that of education and re-education within 
an area extremely complicated with issues beyond 
the understanding of any one person, and forces 
not always positively related to the encourage- 
ment and accomplishment of the individual at the 
time and place. Conceding the dominance of the 
medical requirement, its definition and integration 
can be successfully negotiated to the satisfaction 
and encouragement of patient, physician, social 
worker, hospital, community, and family. Many 
times preparation can be made so that the atti- 
tude of dependency can be postponed if not ac- 
tually reduced by helping the individual to help 
himself. Collins shows that the age period from 
20 to 24 has the greatest frequency of hospitali- 
zation, aside from the aged, among 9,000 families 
surveyed in eighteen states. 


Data on Age Groups of Hospital Patients 


A review of registrations and admissions over 
a period of years in one hospital shows that the 
number of persons in the age group 0 to 1 receiv- 
ing hospital care is a little larger than the number 
in the 70 to 79 group and about the same as in the 
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group over 70 years; the number in the age group 
5 to 9 in the last five years has been almost three 
times as large as the number under one year and 
twice as large as the number 1 to 4 years. The 
age groups 5 to 9, 10 to 14, 15 to 19 show a per- 
ceptible increase in numbers each succeeding pe- 
riod, doubling or even trebling in the age group 
20 to 29, decreasing a little in the 30 to 39 group, 
but still twice as large as the 15 to 19 period. The 
age group 40 to 49 is one-half times larger and 
the 50 to 59 one-quarter larger than the 15 to 19 
year group. The number of children is small in 
about the same as the number of women, the num- 
ber of males being almost fifty per cent of the 
entire group. Why? Because of the status of the 
bread-winner? How many come with previous 
work experience or concepts? Can the hospital 
experience be used to turn the tide from depen- 
dency to any degree, to a form or modicum of par- 
ticipation or productivity in whole or in part?* 


The Hospital Presents Interesting Problems for 
the Student in Social Service 


To the student of human frailties, the hospital 
presents interesting problems in cause and effect. 
Many issues swirl in whole or in part into and out 
of the social worker’s cognizance with or without 
her knowledge and contribution, caught up there 
or elsewhere for momentum, decision, exclusion. 
To be effective, the social worker must demon- 
strate knowledge, willingness, availability. Too 
frequently she has approached through a formal- 
ized or institutional acknowledgment of exchange, 
or a personal genuflection of satisfaction and sig- 
nificance only to immediates, rather than profes- 
sional performance based upon careful study and 
integration, catalyzing conflicting situations into 
a program for the use of patient and others. 
Whether social service is an area or jurisdiction, 
a method or control, an accumulation of knowl- 
edge or material remains for discussion. It is 
changing in content, method, and administration 
perhaps for exclusion, perhaps for a more trying 
role in performance and accmplishment, in indi- 
vidual or institutional circumstances. To be re- 
quested and used it must be reasonable, concise, 
accessible, and significant in contribution with 
usual community tools of work. 


A hospital is essentially a place for medical care 
and treatment which in its unfolding carries the 
thought, objective, or consideration of many in- 
dividuals in selection, analysis, education, and ad- 
justment, vocational defeat, or success, even at- 
tainment and distinction personally or in the eyes 
of the community for patient, professional and 
lay persons. Youth and ambition shoulder ahead, 
while old age or advancing years strive through 


*Annal of the American Academy of Political and Social Sci- 
ence, November, 1937, p. 89. 
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occupancy and knowledge to control or divert, ap- 
pearing at times in the same arena, with the same 
objectives and often very similar methods. 


The lines of cleavage within a hospital are those 
of the home or community where the political 
alignments constantly shift with new personali- 
ties and problems but the problems and strategies 
remain much the same. One thing is fairly cer- 
tain that remuneration and power are coveted uni- 
versal prizes not always exclusive in character but 
had for a price. 


The ward patient gains distinction and atten- 
tion by his disease or his progress, while the pri- 
vate patient purchases what he can of prestige, 
comfort, attention, health, security. But in suc- 
cess there is often defeat, bitterness, and disap- 
pointment for the individual and in defeat a mu- 
tual interest, support, and satisfaction from the 
group. Young and old daily become participants 
in events beyond themselves which make for the 
upbuilding and defeat of life or death, learning 
from the force of the circumstances with which 
they are faced, basic issues heretofore pushed 
aside as remote from them. 


The hospital can be approached or considered 
as a vocational unit with many ramifications of 
types of employment, degrees of skill, methods of 
control, and conflicts of remuneration. Either as 
patient or personnel we can learn there is work to 
be done, which must be done; often without a 
knowledge of why but the assurance that it must 
be done. The general community decrease and 
concentration of paid employment or jobs has had 
a very profound effect upon the marginal group 
we see as patients or applicants with a history of 
intermittent or no employment. What work is 
available? How can it be done? How well am 
I equipped for the work? These are critical ques- 
tions to the patient. In a sense the hospital offers 
opportunity for maintenance, livelihood, security, 
and encouragement to a very few patients or per- 
sonnel for limited or longer periods. 


The Hospital as a Training Center for 
Extra-mural Employments 


There is no question more frequently asked of 
us in the hospital than “Do you know where I 
can get a job? Would there be a chance for me 
at the hospital?” It is not easy after months of 
preparation for performance, or after carrying 
the responsibility of performance to accept de- 
pendency and non-productivity without a struggle. 


If it is the job of the patient to negotiate medi- 
cal care, his wage or maintenance accorded by the 
community, group, or individual guaranteeing the 
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same is in exchange therefor. He hopes for ulti- 
mate return to capacity and work, for improve- 
ment, reduced discomfort, return to life, but his 
immediate occupation of adjustment to diagnosis, 
treatment, and hospitalization may require a good 
deal of negotiation on his part and consideration 
of those surrounding him. The mere fact that 
there is work in the hospital or that work in the 
hospital is a possibility is only a part of the pic- 
ture. What is the general plan? 


The standard of employment, continuity of 
work, schedule of remuneration, designation of 
personnel, advancement, defeat, removal or trans- 
fer within a medical unit is based essentially upon 
those principles which have been demonstrated 
in many fields being pounded out within the time, 
place, vision, and understanding of those who ad- 
minister either as generals or petty officers. The 
selection of persons for employment, the relaying 
of material for use in employment or by patients 
is carefully considered but with what results? The 
hospital is a training center for extra mural em- 
ployments both professional and general just as 
it receives from general and special community 
employment those seeking performance somewhat 
more sheltered to a degree and continuous in char- 
acter perhaps as personnel, perhaps as patient. 


The same processes of government which ap- 
pear in the community or life of the individual 
appear within the hospital, modified, or altered as 
a rule not as a result of orderly research and 
planning but more frequently as an accidental dis- 
covery, pressure of necessity, patronage, or star 
chamber decision. It is only human that methods 
appearing in one field be adapted and applied to 
related areas in another for the principle remains 
the same modified only by the rule, regulation, or 
procedure established by the dictation of one or 
agreement of many to permit ease of progress, 
growth, transfer, and understanding. 


The categorical no, the brick wall of prejudice, 
the octopus of thirst for money and power are not 
unknown even within the precincts of assistance 
and medical care. What is the best interest of 
the institution? Of the individual? Of the pro- 
fession? What is the contribution of each and 
every unit integrated beyond itself for the ce- 
menting of progress and personalities it may and 
probably will never see? What procedures are 
devised or acceptable for the exchange of ideas or 
opinions, the resolving of confusions and difficul- 
ties, the avoidance of postponement and conflicts 
regardless of position and tenure? 


Increasing Group and Community Control 


Progress is made through the minute contribu- 
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tions of many interested persons each day, less 
frequently through the brilliance of one tarnished 
by interval disuse. On the other hand one per- 
son in the hospital may represent the investment 
of wide community confidence, hundreds of ex- 
periments, and years of meticulous study and dili- 
gent application. A distinction of great attain- 
ment but in our communities today numbers 
weigh heavily in the balance and a leveling of skill 
with greater continuity of performance and inte- 
gration with related fields may dilute at one point 
and strengthen at another. 


The development of medical care historically 
has seen a retreat from the purely individual skill, 
knowledge, and practice to increasing group and 
community control. The hospital draws all groups 
into some common grounds from time to time and 
it is more than profitable to examine the things 
that unite and the things that separate. 


It may be possible to distinguish between those 
vocations which contribute directly or indirectly 
to the diagnostic, treatment, or maintenance field. 
But allied with the diagnosis and treatment to be 
effective there must be some educational tool and 
orderly procedure for the translation of signifi- 
cant circumstances to the use, capacities, and in- 
terests not only of the patient but those immedi- 
ate and controlling circumstances of resources or 
associates. What is necessary, significant, or ad- 
visable may present wide differences of opinion. 
Can this difference of opinion be considered for 
use? The impinging or control of medical care 
upon the individual and his interests; his family 
and group performance and participation; his 
community responsibilities and exchanges must 
be carefully studied and presented to avoid hap- 
hazard defeat or confusion through misplaced di- 
rection, rejection, and non-participation. 


The development of a procedure sufficiently de- 
tailed which will be inclusive, fair, reasonable, 
and simple touching upon essentials, covering 
needs demonstrated again and again, reaching 
through individuals and circumstances to the veri- 
ties involved is not simple. Such procedure must 
be geared to meet the usual eventualities in ordi- 
nary individuals for nothing solidifies opposition 
more effectively than the assumption of the au- 
thoritarian attitude except perhaps the develop- 
ment of a load or idea not evident or readily 
grasped. Great progress has been made in draw- 
ing patient and community into the medical pro- 
gram to obtain participation and understanding. 


Social Case Work 


Social service can contribute at many points to 
the comfort, understanding, and adjustment of 
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patient and professional. Often the issues to be 
met seem trivial until accumulated but the oppor- 
tunity to understand, exchange, and participate 
at many points in hospitalization gratifies the 
patient. The inquiry and so-called sifting we call 
social case work is not a mere postponement but 
a drawing of issues not conceded in “problems for 
which a satisfactory solution has not yet been 
found” or accepted by all. The care with which 
procedure is devised at one point does not indicate 
its acceptance at another. Thus a 1935 recom- 
mendation is brought into the office for negotia- 
tion in 1938, the feeling on the part of local offi- 
cials being if it is good once, it will continue so. 


We may be able in reaching a decision to iden- 
tify some factors, integrating the significant at 
the time. The processes of law, arbitration, com- 
pensation, administration may hold a method for 
us just as the institution controls economic ex- 
penditures and to a degree personalties. 


Due process is a legal phrase of great signifi- 
cance pounded through many areas, circum- 
stances, and subjects to include jurisdiction of the 
unit, notice and opportunity to be heard in an 
orderly fashion. Recently the courts have said: 
“The guaranty of due process, as has often been 
held, demands only that the law shall not be un- 
reasonable, arbitrary or capricious, and that the 
means selected shall have a real and substantial 
relation to the object sought to be attained. It 
results that a regulation valid for one sort of busi- 
ness or in given circumstances, may be invalid for 
another sort, or for the same business under other 
circumstances, because the reasonableness of each 
regulation depends upon the relevant facts.’’+ 
This is not essentially different in universal ide- 
ology but is not always applied in practice. 


There are significant conflicts so far as the hos- 
pital and individual are concerned where time and 
pressure seek to set aside one or all of the essen- 
tials. Adequate case work can increase under- 
standing. Queries made or evidence compiled as 
in records, refers, tests, conferences, communica- 
tions, appointments seem often very remote in 
significance to the patient and allied personnel, 
but the method and objective of query cannot be 
too carefully safeguarded and is even then at 
times faulty to a degree or apparently unrelated, 
clumsy, or tedious in use. Isolation from the main 
currents at issue permits areas of misfortune or 
ignorance to arise between groups or individuals 
and a decision arrived at even carefully evaluated 
professionally falls in its own narrowness and im- 
possibility. Thus vocational and work advice and 
information is generously but not always wisely 
relayed. The disposition even bottlegging of ba- 
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bies could present no more tragic example of ex- 
change and domination for selfish ends. 


An introduction at significant points of the or- 
derly processes of government to permit patient 
and personnel participation in a wide program to 
resolve difficulties and avoid the apparently or ac- 
tual arbitrary decisions enforced by regimentation 
or domination or both is a studied objective of 
wise administration. The resistance of the weak 
to the encroachments of the aggressive is nowhere 
more clearly and repeatedly demonstrated than in 
the hospital; the unutterable futility of struggle 
against odds loaded beyond our negotiation tends 
to pall after a time. The patient whose leg is 
broken gets pretty sick and tired of his appendage 
before it is again useful; the young professional 
or intelligent craftsman has a long and difficult 
task. It takes a good deal of edurance to learn 
the use of concession, the abuse of exactness. 


The insistence of communities, individuals, and 
groups upon a knowledge of what is done, why 
and how even extending to the statutory require- 
ment of reports, professional agreement, govern- 
mental approval of plans, buildings, and methods 
is indicative of this trend. Who is to say that a 
decision is defensible? Shall extensive care be 
given a few? Less care to all? Some care to se- 
lections? Postponed care to alternates? The de- 
cision of one involves all and the dominance of 
one may or may not be acceptable to all. The con- 
trol of the hospital over patients and personnel is 
very real and very inclusive for opposition and 
rejection may for the employee mean release and 
economic sacrifice if not defeat while the patient 
fears to face discomfort, precarious life, or possi- 
ble death for non-conformity. 


Entry Control 


Administrative devises which attempt to con- 
trol entry into or access to facilities for care and 
treatment may destroy the very thing they seek 
to accomplish. Is a law for the care of sickness 
in children designed to make care available, or to 
refuse care to many? The administrative agent 
Says a patient comes to the hospital because she 
likes to be waited on, the doctor says the patient 
has a cancerous condition which has been oper- 
ated and may recur. The patient may have to die 
to convince the administrator of what the doctor 
knew and said. The benefit of the doubt is as a 
rule conceded the medical group in knowledge 
within the field, the administrative group provid- 
ing financially very generously as resources per- 
mit. The hospital which occupies the area of ad- 
justment between professional and patient, com- 
munity and cost, sickness and death, medical care 
and return to function is required by its position 
and nature to not only make equipment available 
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but to select and effectuate personnel and patients. 
For not everyone in the community by equipment 
or circumstance enters the hospital. The hospital 
may select or reject its patients, may charge or 
not charge those applying for care, may employ 
or release its servants and those practicing or em- 
ployed therein. The nature of the institution, its 
responsibility and functioning requires the weed- 
ing out of processes, encouraging adaptation and 
use, drawing in wide differences of opinion to pro- 
cure stability. 


The Hospital Reflects Community Experience 


The hospital as a social institution refiects the 
constantly shifting alignments of community ex- 
perience and tends to control many issues tending 
toward independent or divergent objectives. 


Acts which tend to disturb the tranquility of 
the community are considered according to the 
law of the locality or the particular group in- 
volved. What is the usual practice? Which side 
can enforce a decision? In medical practice it 
has been shown that the physician is bound by 
the professional knowledge and procedure of the 
time and place. For non-conformity practice 
within an institution can be withdrawn, license 
to practice revoked, and conformity to reasonable 
rules and regulations made a precedent to entry 
despite the investment or property interest in 
practice. The control of the individual by the 
group, of the group by the individual may be 
identified. 


The administrative devices of government ap- 
plied to the medical area and group control of all 
found in hospitals may offer protection and inte- 
gration of medical as well as social interests. The 
physician alone with his confreres determines the 
illness, its diagnosis, duration, and treatment; but 
the facilities for such care, the entry into practice 
and compensation for service offer points of com- 
munity control and direction, explanation and ac- 
cess of great significance to all where experience 
or expedience becomes controlling because it is 
fair, good policy, and good sense. In any situa- 
tion, however, the patient is a constant partici- 
pant for it is he who has the disability and must 
negotiate the difficulties and difference of opinion 
if and when he survives. 


The social or community regulation has been 
found following professional recommendations 
which in turn tend toward group or synthetic 
opinion. It becomes then of increasing signifi- 
cance that inter and intra professional exchange 
be planned for the understanding, opportunity, 
and participation as valuable, constructive, com- 
munity program. 
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Medicolegal Autopsy 


OSCAR T. SCHULTZ, M.D. 


postmortem examination which brings to light 

findings that may have a bearing upon pro- 
posed or actual civil litigation or upon a suspected 
or actual criminal or negligent act. Since litigation 
may arise out of claims for insurance or work- 
men’s compensation, any necropsy may be poten- 
tially a medicolegal one. The autopsy may be a 
routine hospital necropsy; if it yields information 
that has a bearing on a claim for insurance or com- 
pensation it assumes a medicolegal aspect. Or the 
examination may be made at the request of either 
the insuring agency or the beneficiary. In such 
instances the physician or pathologist who per- 
forms the autopsy acts in a private professional 
capacity; permission for necropsy is necessary, 
and the opposing side of the possible controversy 
should have the privilege of being represented at 
the autopsy by a medical witness. The pathologist 
may be required to testify as to the facts of his 
findings; he may, in addition, be qualified as an 
expert. 


T= mediocolegal autopsy may be defined as a 


No especial problems are presented by those 
cases in which information obtained by postmor- 
tem examination has a bearing upon civil litiga- 
tion. Such information is not privileged. Much 
the more important type of medicolegal autopsy 
is that which is done by a governmental agency. 
Such agency in most of our states is the office of 
coroner. In some of the southern and western 
states (Arizona, Florida, Nevada, New Mexico, 
Oklahoma, Texas, and Utah) justices of the peace, 
and in Vermont justices of the peace or municipal 
judges perform the duties of coroner. In Nebraska 
the county prosecutor has taken over the coroner’s 
functions. In the New England states, with the 
exception of Connecticut and Vermont, and in 
New York City and Essex County (Newark), New 
Jersey, the coroner has been replaced by an ap- 
pointive official known as medical examiner. In 
Connecticut the office of coroner is retained but 
the coroner is empowered to appoint a medical ex- 
aminer. In Vermont, as already noted, justices 
of the peace or municipal judges act as coroners. 


Deaths Subject to Investigation 


Deaths subject to investigation by one or an- 
other of the official agencies named above fall into 
two great groups, violent and nonviolent. Violent 
deaths are subdivided into those caused by homi- 
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cide, suicide, abortion, and casualty. It is such 
deaths that formed the basis for the establish- 
ment of the office of coroner, which was trans- 
planted to the original colonies from England. In 
the minds of many the investigation of deaths due 
to violence still constitute the sole function of the 
coroner. The reason for official scrutiny of deaths 
due to violence is apparent. Homicide and abor- 
tion involve criminal acts for which responsibility 


‘must be established if possible. Suicidal deaths 


must be inquired into, because what appears to be 
suicide may prove to be homicide. The number of 
deaths due to casualty increases year by year, due 
in part to the larger number of persons subject 
to industrial hazards, but in greater part to the 
ever mounting toll of deaths due to automobile 
accidents. In deaths due to accident the element 
of negligence is a concern of government. Insur- 
ance claims growing out of such deaths are no 
concern of government, unless workmen’s com- 


pensation enters into the picture. However, the - 


findings of the investigating agency may have an 
important bearing upon the adjustment of claims 
for insurance. 


Nonviolent deaths are those that are found upon 
investigation to be due to natural causes. They 
are sudden deaths of persons who have not been 
attended by a physician previous to death. The 
physician who is called and finds the individual 
dead or in extremis has no authority to sign a 
death certificate, except by direction of the cor- 
oner or medical examiner. He should not accept 
the responsibility of making a clinical diagnosis 
in such a case, because death may have been 
caused by poison or some other violent means. 


The number of deaths requiring official investi- 
gation, and hence their importance, as well as the 
proportion of the various kinds of death investi- 
gated became evident in a recent survey.’ In three 
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medical examiner jurisdictions (New York City, 
Suffolk County (Boston), Mass., and Essex County 
(Newark), N. J.) and in two coroner jurisdic- 
tions, Philadelphia and Hamilton County (Cin- 


» cinnati), Ohio, with a total population at the time 


of investigation of 10,506,836, there were reported 
a total of 134,360 deaths. Of these, 17.7 per cent 
were referred to the coroner or medical examiner 
for investigation. Of the deaths investigated 47.4 
per cent were due to violence and 50.3 per cent 
were due to natural causes, leaving 2.9 per cent 
unaccounted for in the classification used and con- 
sisting of cases referred back to the physician for 
the signing of the death certificate. 


The relative numerical insignificance of homici- 
dal deaths, the investigation of which is in the 
minds of many the chief function of the coroner 
or medical examiner, is apparent from the rela- 
tive percentages of the various kinds of violent 
deaths. In the five jurisdictions under considera- 
tion, of the deaths officially investigated 3.4 per 
cent were due to homicide, with extremes of 1.6 
and 3.5 per cent; 8.1 per cent were due to suicide, 
with extremes of 5.4 and 9.5 per cent; 0.84 per 
cent were due to abortion, with extremes of 0.7 
and 1.1 per cent; 34.6 per cent were due to casu- 
alty, with extremes of 30.3 and 40.7 per cent. 


In the tabulation of the above figures the largest 
coroner jurisdiction, that of Cook County (Chi- 
cago), Illinois, was omitted. Some years ago the 
coroner was legally restrained from holding in- 
quests unless there is a strong suspicion or proba- 
bility that death is due to violence. Consequently 
only 5.1 per cent of deaths investigated by the 
Cook County coroner were due to natural causes. 
Figures of 12.7 per cent for homicides and 63.3 
per cent for deaths due to casualty give a false 
impression of the lethal hazards under which the 
citizens of Chicago live. 


The Inquest 


In most states using the antiquated coroner sys- 
tem statutory provision is made for the holding of 
an inquest by the coroner, if his preliminary view 
of the body and its surroundings indicates the 
necessity for further investigation. In most states 


-the inquest must be conducted in the presence of a 


jury called by the coroner. The inquest is a magis- 
terial or quasi-judicial procedure which attempts 
to determine the cause of death and to fix respon- 
sibility for death. 


The conduct of the inquest is a legal procedure; 
determination of the cause of death is a medical 
problem. Since in most states neither legal nor 
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medical qualifications are required of the coroner, 
the coroner’s inquest seems a useless and futile 
gesture. It is useless because other agencies of 
government, such as the police and the prosecutor, 
are better qualified to conduct criminal investiga- 
tions. It is futile because more than half the work 
of the coroner’s office relates to deaths due to 
natural causes, the determination of the cause of 
death in such cases being a purely medical matter, 
which requires neither a magisterial procedure nor 
the help of a jury of laymen such as make up the 
usual coroner’s jury. The inquest may be actually 
pernicious, in that it may lead to petty graft or be 
subversive of justice. The chief criticism made of 
the coroner’s office in previous surveys of the office 
relates to the coroner’s inquest. But it is required 
by law and the coroner can do no more than go 
through with it as best he may. His best may not 
be very good, in view of his lack of qualifications. 


The Autopsy 


The importance, in criminal cases, of the medi- 
colegal necropsy should be apparent to all and has 
been recognized by courts. A Pennsylvania court 
decision reads, in part, as follows: “A thorough 
examination, aided by professional skill, is in gen- 
eral absolutely necessary to the proper administra- 
tion of justice. . . . Without an examination of 
the body recently after death, and a complete 
demonstration from the evidence thus in the 
power of the Commonwealth, that the death was 
caused by violence, the guilty agent cannot be 
convicted. When, from the omission to employ a 
physician to examine the body, the cause of death 
is left in doubt, the accused must in general escape 
because in the case of doubt he has the right under 
the law, to demand an acquittal.” (Weinmann,’ p. 
123.) 


The medical examiner or coroner or official who 
acts in place of the coroner requires no permission 
from the next of kin for the performance of an 
autopsy. The legal authorization is embodied in 
the statutes that established the office or in later 
ones that define the duties and authority of the 
office. The legislative enactments relating to the 
more recently established medical examiner sys- 
tems clearly define the functions of the medical 
examiner. The statutes relating to the coroner are 
less clear. In general they seem to make the 
autopsy a part of the inquest. In some states the 
performance of a postmortem examination re- 
quires the approval of a majority of the coroner’s 
jury. Some states restrict the holding of inquests 
and hence the making of autopsies to deaths in 





2Weinmann, George H.: A Compendium of the Statute Law of 
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which there is a presumption of violence. The 
calling of a jury for the holding of an inquest and 
making the autopsy a part of the inquest would 
appear to be an illogical way of doing things. The 
coroner should have the authority to determine 
from his preliminary view that an autopsy is nec- 
essary. The jury should not be summoned for the 
holding of an inquest until the findings of the 
necropsy can be submitted. 


It has already been said that the physician 
should not assume the responsibility of signing a 
death certificate if called to a dead or dying per- 
son whom he has not previously attended. Such 
a case should be referred to the coroner. The lat- 
ter then must determine whether a necropsy is 
necessary. Many physicians seem to think that 
the coroner’s office should authorize an autopsy in 
those cases in which the physician has had the 
patient under observation only a short time and 
has been unable to arrive at a diagnosis. If there 
is an element of suspected violence the case is 
obviously one for the coroner. But the coroner’s 
office is not a diagnostic service and the coroner 
does not have the authority to order a necropsy 
merely because the physician is unwilling or un- 
able to arrive at a diagnosis. 


In its performance the medicolegal autopsy re- 
quires a more meticulous attention to details than 
the usual hospital necropsy. The body must be 
carefully examined for external marks of identifi- 
cation and injury. If poisoning is suspected, the 
necessary materials and organs must be placed in 
sealed containers for toxicologic examination. The 
extent and nature of internal injuries and the 
course of bullets and stab wounds must be ob- 
served. The examination must be so thorough that 
the coroner’s physician will be in position to 
answer any questions that may be asked of him 
on the witness stand. Speaking of the coroner’s 
autopsy, Weinmann (l.c., p. 124) has said, “even 
if the right to perform the autopsy is indisputable, 
the body must not be dissected or mutilated, to a 
greater extent than is absolutely necessary to a 
determination of the cause of death.” This would 
be an undesirable principle to follow. It is just as 
important that natural causes of death be excluded 
as that an injury may be an adequate cause of 
death. 


Because of the dual legal and medical functions 
of the office, the lack of qualifications of its in- 
cumbent, and the elective character and minor 
political importance, the coroner system has been 
held by students of the subject to be inferior to 
the medical examiner system, under which the 
work is limited to the purely medical problem of 
determination of causes of death by qualified ap- 
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pointive experts. Still other factors help to make 


’ the coroner’s office the inefficient medicolegal 


agency that it is. The conditions under which 
coroner’s necropsies must be done and the inade- 
quate facilities for their performance would pre- 
vent good work by even the most enlightened 
medicolegal pathologist. In a few of the larger 
jurisdictions provision is made for toxicologic 
examinations. But facilities for histologic, bac- 
teriologic, and serologic work, any one or all of 
which may be necessary to determine the cause of 
death in a scientific manner, are usually com- 
pletely lacking. For the average county coroner’s 
office such facilities can be made available only 
through a central state medicolegal laboratory to 
which the local agencies might submit their prob- 
lems. 


Summary 


Since litigation may arise over claims for insur- 
ance or workmen’s compensation, any autopsy may 
assume a medicolegal aspect. 


The most important medicolegal necropsies, 
from the standpoint of the public, are those which 
arise out of the necessity for the investigation of 
certain deaths by an agency of government. Such 
deaths fall into the two great groups of violent 
and nonviolent. 


The agency which must investigate such deaths 
is the office of coroner or medical examiner. 


Consent for autopsy is not necessary for the 
performance of postmortem examination by the 
coroner or medical examiner. The authority of 
the state is paramount to that of the individual in 
deaths requiring official investigation. 


The authority of the coroner or medical exam- 
iner is not absolute. It is limited to such cases as 
fall by statute within the province of the investi- 
gating agency. 


In many states the autopsy is part of the 
coroner’s inquest and may not be done unless there 
is authority for the holding of an inquest. 


The medical examiner system, which limits the 
investigation to the determination of the cause of 
death, is preferable to the coroner system. 


Determination of the cause of death in a scien- 
tific and accurate manner requires facilities for 
gross and microscopic pathology, toxicology, bac- 
teriology and serology. Such facilities can be best 
provided by a centralized state medicolegal labora- 
tory, to which local investigating agencies could 
submit their problems. 
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by which hospitals are directly affected. For 

the most part the existing laws remain un- 
changed and where changes have been made they 
have been to the advantage of hospitals. 


Te present Congress has enacted few laws 


The law which affects hospitals more than any 
other law that has been enacted is the new Reve- 
nue Act, and it is well to understand the provi- 
sions of the Revenue Act of 1938, together with 
such changes as the new law incorporates. 


THE REVENUE ACT OF 1938 


Section 23. Deductions from Gross Income 
Paragraph (2) of Provision (a) reads as fol- 
lows: 


Corporate Charitable Contributions 


“No deductions shall be allowable under para- 
graph (1) to a corporation for any contribu- 
tion or gift which would be allowable as a de- 
duction under subsection (q) were it not for 
the 5 per centum limitation therein contained 
and for the requirement therein that payment 
must be made within the taxable year.” 


Provision (0) is quoted in full as follows: 


Charitable and Other Contributions 


“In the case of an individual, contributions 
or gifts payment of which is made within the 
taxable year to or for the use of: 


(1) the United States, any State, Terri- 
tory, or any political subdivision thereof, of 
the district of Columbia, for exclusively pub- 
lic purposes: 


(2) a domestic corporation, or domestic 
trust, or domestic community chest, fund, or 
foundation, organized and operated exclu- 
sively for religious, charitable, scientific, lit- 
erary, or educational purposes, or for the pre- 
vention of cruelty to children or animals, no 
part of the net earnings of which inures to 
the benefit of any private shareholder or 
individual, and no substantial part of the 
activities of which is carrying on propaganda, 
or otherwise attempting to influence legisla- 
tion; 


(3) the special fund for vocational reha- 
bilitation authorized by section 12 of the 
World War Veterans Act, 1924; 
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(4) posts or organizations of war veterans, 
or auxiliary units, or societies of any such 
posts, or organizations, if such posts, organ- 
izations, units, or societies are organized in 
the United States or any of its possessions, 
and if no part of their net earnings inures to 
the benefit of any private shareholder or indi- 
vidual; or 


(5) a domestic fraternal society, order, or 
association, operating under the lodge sys- 
tem, but only if such contributions or gifts 
are to be used exclusively for religious, chari- 
table, scientific, literary, or educational pur- 
poses, or for the prevention of cruelty to 
children or animals; 


to an amount which in all the above cases com- 
bined does not exceed 15 per centum of the tax- 
payer’s net income as computed without the 
benefit of this subsection. Such contributions 
or gifts shall be allowable as deductions only 
if verified under rules and regulations pre- 
scribed by the Commissioner, with the approval 
of the Secretary. (For unlimited deduction if 
contributions and gifts exceed 90 per centum 
of the net income, see section 120.)” 


Unlimited Deductions for Charitable and Other 
Contributions 


‘Section 120 referred to in the above is the sec- 
tion on “Unlimited Deductions for Charitable and 
Other Contributions,” and reads as follows: 


“In the case of an individual if in the taxable 
year and in each of the ten preceding taxable 
years the amount of the contributions or gifts 
described in section 23 (0) (or corresponding 
provisions of prior revenue Acts) plus the 
amount of income, war-profits, or excess-prof- 
its taxes paid during such year in respect of 
preceding taxable years, exceeds 90 per centum 
of the taxpayer’s net income for each such year, 
as computed without the benefit of the applica- 
ble subsection, then the 15 per centum imposed 
by section 23 (0) shall not be applicable.” 


Charitable and Other Contributions by 
Corporations 


Provision (q) of Section 23, Charitable and 
other Contributions by Corporations, reads as 
follows: 


“In the case of a corporation, contributions 
or gifts payment of which is made within the 
taxable year to or for the use of a domestic 
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corporation, or domestic trust, or domestic com- 
munity chest, fund, or foundation, organized 
and operated exclusively for religious, charita- 
ble, scientific, literary, or educational purposes 
or for the prevention of cruelty to children (but 
in the case of contributions or gifts are to be 
used within the United States exclusively for 
such purposes) no part of the net earnings of 
which inures to the benefit of any private share- 
holder or individual, and no substantial part of 
the activities of which is carrying on propa- 
ganda, or otherwise attempting, to influence 
legislation; to an amount which does not ex- 
ceed 5 per centum of the taxpayer’s net income 
as computed without the benefit of this subsec- 
tion. Such contributions or gifts shall be al- 
lowable as deductions only if verified under 
rules and regulations prescribed by the Com- 
missioner, with the approval of the Secretary.” 


Exemptions from Tax on Corporations 


In Subtitle C—Supplement A (Rates of Tax, 
Section 101)—Exemptions from Tax on Corpora- 
tions, paragraph (6): 


“Corporations, and any community chest, 
fund, or foundation, organized and operated ex- 
clusively for religious, charitable, scientific, lit- 
erary, or educational purposes, or for the pre- 
vention of cruelty to children or animals, no 
part of the net earnings of which inures to the 
benefit of any private shareholder or individual, 
and no substantial part of the activities of 
which is carrying on propaganda, or otherwise 
attempting, to influence legislation ;” 


and clearly establishes that as charitable and edu- 
cational associations hospitals are within the 
meaning of this paragraph. 


Annual Gift Tax Exemption 


The only gift tax exemption is as follows: 


“The $5,000 annual exemption per donee is 
reduced to $4,000, applicable to the calendar 
year 1939, and thereafter. This exemption does 
not apply to gifts in trust made in the calendar 
year 1939 or thereafter. Sec. 505.” 


Excise Taxes 
The following Excise Taxes are repealed, 
effective July 1, 1938: 


Tooth and mouth washes, dentifrices, tooth 
pastes and toilet soaps 


Furs 
Phonograph records 
Sporting goods 


Cameras and camera lenses 
Chewing gum 
Crude petroleum producers’ and refiniig tax 


Brewer’s wort, liquid malt, malt syrup, and 
malt extract 


Stamp tax on sales of produce for future de- 
livery (commodity futures) 


Paper and plain wood matches 


Tax on Oils 


Oil from Guam or American Samoa—FEffec- 
tive July 1, 1938, the import tax on certain oils 
in the 1932 Act shall not apply to any article, 
merchandise or combination by reason of the 
presence therein of any coconut oil produced 
in Guam or American Samoa, or any direct or 
indirect derivative of such oil. 


Palm Oil. Sec. 60214 (a) 1934 Act is 
amended to exclude from tax palm oil used in 
manufacture of terneplate, or any subsequent 
use of palm oil residue resulting from such use. 


Tax on Distilled Spirits 


“The tax on Distilled Spirits is increased to 
$2.25 per gallon. This increase is also applied 
to imported perfumes containing distilled spir- 
its effective on date’ of enactment of the Act. 
The increase is not applicable to brandy.” 


THE WAGES AND HOURS BILL 


The Hon. Mary T. Norton, chairman of the 
Committee on Labor of the House of Represen- 
tatives, in her letter which is quoted in full in this 
issue advises that in her opinion hospitals do not 
come under the provisions of the new Wages and 
Hours Bill, and that the Committee clearly did 
not intend that the Bill should apply to hospitals. 


This Bill was passed by the House on May 23 
and now is up for consideration of the Senate. 


PROCESSING TAXES 


EXTENSION OF TIME FOR FILING CLAIMS 
FOR PROCESSING TAXES 


This Bill is still under consideration by the 
Committee on Agriculture. The prospects are 
that the time will be extended to July 1, 1939. 


The Joint Advisory Committee is watching with 
close detail the legislation which is at present un- 
der consideration and the laws which Congress 
has enacted. We feel satisfied the interests of the 
hospitals have been well conserved by Congress 
and that it is not the intention of Congress to 
enact legislation which would seriously prejudice 
the interests of hospitals or greatly add to the 
cost of operation. 
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Institute for Hospital Administrators 






September 7 to 17, 1938 


Institute for Hospital Administrators, to 

which the administrators of participating 
hospitals were invited, the program of the Sixth 
Annual Institute was presented and approved. The 
seminars, conferences, demonstrations, and round 
tables have been carefully planned to give to the 
registrants the broadest possible conception of 
hospital problems as they are met and dealt with 
today. ; 


The Institute, which will be held at Judson 
Court on the University of Chicago campus, will 
open at nine o’clock on Wednesday morning, Sep- 
tember 7. Immediately following registration the 
group will receive general instructions relative to 
the course from the chairman of the Institute, Dr. 
Malcolm T. MacKEachern, Associate Director of 
the American College of Surgeons. At ten o’clock, 
Dr. Joseph C. Doane, Medical Director of the Jew- 
ish Hospital, Philadelphia, will present the open- 
ing lecture of the Institute, “General Organization 
of the Hospital.” 


A T A MEETING of the Committee on the 


Wednesday afternoon and each _ succeeding 
afternoon, exclusive of Saturday and Sunday and 
one afternoon which the group will spend at the 
American Medical Association, will be devoted to 
demonstrations in local hospitals. Wednesday 
evening the first round table discussion will be 
conducted, with Dr. MacEachern presiding. 


The Thursday morning session will be opened 
with a seminar under the leadership of Dr. Joseph 
C. Doane in which “General Organization of the 
Hospital” will be continued. These seminars per- 
mit a free discussion of each subject at its conclu- 
sion. From ten thirty to twelve, Leonard Shaw, 
Assistant Secretary of the American Hospital 
Association, Chicago, will lecture on ‘Business 
Management of the Hospital.” 


On Friday morning “Business Management of 
the Hospital” will be continued as a seminar under 
the leadership of Mr. Shaw. Following the sem- 
inar, Dr. Neal N. Wood, Director of the Starling- 
Loving University Hospital, Columbus; will lec- 
ture on “The Physical Plant of the Hospital— 
Maintenance and Rehabilitation.” 


Friday evening Dr. C. Rufus Rorem, Director 
of the Committee on Hospital Service, American 
Hospital Association, will lecture for one hour on 
“Hospital Accounting” and follow the lecture by 
a thirty-minute round table discussion. Tentative 
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plans have been made to hold this evening lecture 
at the headquarters of the American Hospital 
Association. 


Saturday morning Dr. Wood will conclude his 
series on “The Physical Plant of the Hospital” 
as a seminar. At ten thirty William H. Spencer, 
dean of the School of Business, University of Chi- 
cago, will lecture on “Legal Aspects of Hospital 
Administration.” 


Saturday afternoon from two to four p. m. will 
be devoted to group conferences on selected spe- 
cial problems. This is an optional meeting. 


Sunday, September 11, an optional meeting will 
be held from ten a. m. to noon for the purpose of 
group conferences on special selected problems. 


Monday, September 12, from nine until ten fif- 
teen a. m., Frank J. Walters, superintendent, St. 
Luke’s Hospital, Denver, will lecture on “Hospital 
Personnel” in which relationships, management, 
and the problems of hospital personnel will be 
particularly discussed. At ten fifteen, Dr. M. Ed- 
ward Davis, Associate Professor of Obstetrics and 
Gynecology, University of Chicago, and Attending 
Obstetrician and Gynecologist, Chicago Lying-In 
and University Clinics, will lecture on “Maternal 
Care in the General Hospital.” Dr. MacEachern 
will conduct the round table in the evening. 


Tuesday, September 13, Mr. Walters will con- 
duct a seminar on “Hospital Personnel—Relations 
and Management.” This will be followed by a 
lecture on “Food Service in the Hospital,” by Dr. 
Kate Daum, head of the Department of Nutrition, 
University of Iowa Hospitals, lowa City. The 
afternoon and evening will be devoted to demon- 
strations at local hospitals and round table discus- 


sions respectively. 


On Wednesday morning, September 14, Dr. 
Kate Daum will conclude her lecture on “Food 
Service in the Hospital” through the medium of 
a seminar, and will be followed by Helen Bran- 
ham, R.N., superintendent of the North Missis- 
sippi Community Hospital, Tupelo, who will lec- 
ture on “Organization and Management of the 
Small Hospital.” At seven o’clock in the evening, 
Dr. Rorem will lecture on “Hospital Insurance.” 
This will be followed by a round table conference 
on “Hospital Insurance” under the leadership of 
Dr. Rorem. This session will be held at the Col- 
lege of Surgeons. 












On Thursday, September 15, Miss Branham 
will conclude with a seminar her discussion on 
“Organization and Management of the Small Hos- 
pital.” At ten thirty a. m., M. H. Eichenlaub, 
superintendent, Western Pennsylvania Hospital, 
Pittsburgh, will lecture on “Public Relations of 
the Hospital.” At seven o’clock there will be a 
round table conference. 


On Friday, September 16, Mr. Eichenlaub, 
through the medium of a seminar, will again dis- 
cuss “Public Relations of the Hospital.” From 
ten thirty until noon, Mary B. Miller, R.N., su- 
perintendent, Presbyterian Hospital, Pittsburgh, 
will lecture on “Nursing Education and Nursing 
Service.” At six o’clock in the evening the Insti- 
tute will convene for its annual dinner. 


Saturday morning at nine o’clock, Miss Miller 
will conduct a seminar concluding “Nursing Edu- 
cation and Nursing Service.” At ten thirty, Dr. 
G. Harvey Agnew, president-elect of the Ameri- 
can Hospital Association, will conclude the course 
by a lecture entitled “Your Profession—Keeping 
Up With Its Advances.” 


In addition to the regular program, provision 
is made for the discussion of special topics, which 
among others include: 


Hospital standardization and problems incident 
thereto, as—medical staff organization; clinical 





conferences; medical records; problems of intern- 


_ships and residencies; care of emergencies; anes- 


thesia; cancer clinics; physical therapy; oxygen 
therapy; sterilization; other problems selected by 
members of the Institute. 


The demonstrations will be held at the follow- 
ing hospitals: 


Augustana Hospital; Chicago Memorial Hospi- 
tal; Children’s Memorial Hospital; Cook County 
Hospital; Evanston Hospital; Grant Hospital; 
Henrotin Hospital; Lying-In Hospital; Michael 
Reese Hospital; Mount Sinai Hospital; Passavant 
Memorial Hospital; Presbyterian Hospital; 
Ravenswood Hospital; Research and Educational 
Hospitals; St. Elizabeth’s Hospital; St. Joseph’s 
Hospital; St. Luke’s Hospital; University of Chi- 
cago Clinics; Wesley Memorial Hospital; West 
Suburban Hospital; Woodlawn Hospital. 


As in previous years the registrants for the 
Institute may secure excellent accommodations at 
a very reasonable rate at Judson Court, Univer- 
sity of Chicago campus, where the Institute will 
be held. 


Application blanks and details concerning the 
Institute may be obtained by writing to the Execu- 
tive Secretary of the American Hospital Associa- 
tion, 18 East. Division Street, Chicago. 





The 1937 Institute for Hospital Administrators, University of Chicago 
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Floor Maintenance 






JOSEPH G. DEACON 


upon two factors, cleaning and protection. 

Cleaning the floor in preparation of protection 
with wax is highly important to the results that 
can be obtained from the wax, but for the sake 
of brevity it is best that we assume that our floor 
is thoroughly well cleaned and ready for the ap- 
plication of the protecting coat of wax, and thus 
pass over this cleaning problem and center our 
attention on those details having to do with the 
selection of the wax. 


Tex maintenance of floors depends primarily 


Naturally, regardless of what brand of wax or 
kind of wax selected, it must be used properly to 
secure reasonably good results, and although it 
would seem an elementary subject we can not too 
thoroughly impress the great necessity of read- 
ing the manufacturer’s instructions carefully and 
conferring with the representative of the manu- 
facturer, so that one is absolutely sure that he is 
using the particular product in the way to bring 
out its best features. 


Three Types of Wax 


So far as the kind of wax is concerned, our se- 
lection is narrowed down to three types—the oil 
solvent wax, which is available in either liquid or 
paste form making up two of these types, and the 
newer water emulsion or self polishing wax ac- 
counting for the third type. 


We are justified in centering our thoughts on 
the water emulsion wax, because the tremendous 
public acceptance of this item is sufficient proof 
of its economical features as compared with the 
other two types. This is particularly true when 
we consider the larger floor areas of a commercial 
or institutional type where the subject of paid 
labor enters so thoroughly into the economical 
picture. 


Seven Important Characteristics 


In the selection of brands within the particular 
kind, attention should be given to seven charac- 
teristics, each one being very important. This is 
where the average user or buyer of such a prod- 
uct meets his “Waterloo” as invariably he allows 
one of these points to overshadow the other six 
and thus selects a brand that is unbalanced and 
that might be all that one could ask for from an 
appearance standpoint, but rather lacking in eco- 
nomical features. 





Presented at the meeting | the Hospital Association of New 
York State, Buffalo, May 20, 38. 
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Let us enumerate these seven important fea- 
tures that go to make up a good wax, and let us 
keep all of these features definitely in mind 
throughout any discussion or investigation of 
such a product. They are as follows: 


Chemical composition 
Toughness and Balance of film 
Water resistance 

Clearness of film 

Alkalinity 

Gloss or self polishing feature 
Lack of surface tension 


AAO fF WD 


These are the definite requisites of a satisfac- 
tory water emulsion wax, and each of these points 
is of vast importance to the quality of the finished 
product. 


Tests ’ 


Fortunately, it is not necessary for you to have 
a technical background or laboratory equipment 
to prove to yourselves whether any given brand 
carried with it each of these seven points. We 
can suggest here a series of interesting, yet sim- 
ple, tests that can be made to prove each of these 
qualities. 


The paraphernalia necessary amounts to but a 
small piece of solid color linoleum or rubber 
(which should be free from wax or high finish), 
an eye-dropper, the top of a twelve-pill aspirin 
box, and a piece of pink litmus paper (available 


‘at any drug store). 


Now, again referring to the seven points of 
quality in connection with these tests, let us con- 
sider each point and each test separately. 


1 Chemical Composition: On this point we 
can eliminate a personal test and depend upon 
such authority as the nationally known manufac- 
turers of flooring materials to tell us whether a 
product is or is not safe to use by their definite 
recommendation. 


2 Toughness and Balance of Film: The test 
here is to evaporate in the small tin, such as the 
aspirin box top, exactly fifty drops of wax by 
merely allowing this to stand on your open desk 
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for about forty-eight hours, during which time 
the water will evaporate and there will be depos- 
ited in the bottom of the tin the full solid con- 
tent of the wax, thus giving an exaggerated film. 
By examining this film with a nail file, a knife, or 
even one’s fingernail, it is possible to arrive at a 
definite decision as to the toughness of the film 
and one would immediately notice a tendency to- 
wards an unbalanced film on either the soft or 
hard side. If, for example, the formula contained 
too much soap or other emulsifying agents, that 
film will show soft or tacky. If on the other hand 
the waxes are not correctly blended, or if there 
is an excess of such a product as shellac this is 
noticeable in the hard, brittleness of the film. The 
correctly balanced film should be tough rather 
than soft or hard. 


3 Water Resistance: By this we mean the 
ability to stand ordinary abuse by water, which 
includes the purposeful damp mopping of the floor, 
or the accidental spilling or tracking of water over 
the surface. 


Take a freshly evaporated pan on which the 
film has not been broken during the above tests 
for toughness and place this boldly under a slowly 
running stream of water at ordinary temperature, 
neither too hot nor too cold, and allow this water 
to flow freely over the film for exactly sixty sec- 
onds. Now examine that film for water abuse. 
In many cases the film will be completely washed 
out of the pan, thus denoting no water resistance. 


4 Clearness of Film: Examine film for color 
in the evaporated tin. This is important as the 
quality of the wax can not be judged by the ap- 
pearance in a bottle. This film should be clear, 
for, if it presents a milky or cloudy appearance, 
it is very apt to show this milky or cloudy effect 
on the surface of a dark floor. If, on the other 
hand, the solution is too dark in color, it will show 
up unfavorably when applied to a light floor. We 
are looking for a happy medium in color and 
clearness of film. 


5 Alkalinity: Refer again to that evaporat- 
ing pan which we have just abused with water, 
or which has successfully withstood our test for 
water resistance, and regardless of the present 
condition of the wax in that film, let us place five 


drops of clear water in the pan with the dropper, 
and immediately place in this small puddle of 
water, our pink litmus paper. If the litmus paper 
turns blue, the product is highly alkaline and past 
experience tells us that alkali is harmful to most 
floors, so if we can uncover a product which has 
all of these other seven characteristics and is still 
neutral to this litmus paper test, let us assume 
that that product is outstanding in this particular 
point. 


6 Gloss 


7 Surface Tension: These two qualities are 
both uncovered by an actual test application to 
our small piece of linoleum or rubber. This should 
preferably be a dark color, for with the darker 
color we can show up imperfections in both gloss 
and surface tension. 


Merely apply the material in two coats, being 
sure to allow the first coat to dry for about fifteen 
or twenty minutes before application of the sec- 
ond coat, and use reasonable care to apply an 
equal amount if you are running your test on a 
competitive basis. Then examine first for orig- 
inal gloss as accomplished without polishing, and 
next for smoothness of application, for many of 
these water emulsion waxes are rather high in 
their surface tension and show a tendency to pull 
up into ridges which would result in a very un- 
even appearance on a large floor area. 


Within the past year in particular there has 
developed a very great interest in what can be 
considered an Highth Point, namely, the safety 
feature, for it is a fact that some waxes are slip- 
pery. As a matter of fact we can refer back to 
test No. 3 or Water Resistance and immediately 
eliminate any wax that is low in water resistance 
as being dangerously slippery when wet or damp, 
for we will remember that those waxes which 
broke down under our water resistance test pre- 
sented a soap-like characteristic which would cer- 
tainly be alarming. 


The materials for making these tests and even 
including slip test are available without charge 
from at least one of the well known manufactur- 
ers of water emulsion waxes. It will pay you 
from every angle to select with care the materials 
that you use to maintain your floors. 





E. Muriel Anscombe Seriously Ill 
The many friends of E. Muriel Anscombe, ad- 
ministrator of the Jewish Hospitals, St. Louis, 
Missouri, will learn with sincere regret that she 
is seriously ill. As HOSPITALS goes to press 
there is no improvement in her condition. She 
was stricken with a cerebral hemorrhage some 

two weeks ago, with a resulting hemiplegia. 
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Miss Anscombe is one of the most dynamic, 
most lovable leaders in the field of hospital admin- 
istration and nursing education, a trustee of the 
American Hospital Association, a charter fellow 
and member of the Board of Regents of the 
American College of Hospital Administrators, and 
former president of the Midwest Hospital Asso- 
ciation. 
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Diet and Nutrition 






WALTER C. ALVAREZ, M.D. 


NE of the most important points recently 
O learned by s/:dents of nutrition is that a 
diet adequate for a well man may.not be 
adequate for a sick man, and especially for a man 
who, because of diarrhea or severe indigestion, is 
losing more than half of the food taken into the 
stomach. Under some conditions absorption in the 
bowel is so inefficient that the patient must take 
perhaps ten times the normal amount of vitamins 
in order to get into his blood what is needed for 

health. 

Vitamins 


Another interesting discovery is that the neu- 
ritis of hard drinkers may be due not so much to 
the alcohol but to the fact that the man who is 
drinking hard does not eat much. As a result he 
often fails to get enough of the vitamin B, which 
is essential to the health of the nervous system. 


It is possible also that persons who, every day, 
take large amounts of hydrocarbon oil for the 
relief of constipation will lose quantities of the 
fat soluble vitamin A which will become dissolved 
in the oil and will be excreted by the bowel instead 
of being absorbed. 


Years ago Addis pointed out that the swollen 
legs of the young man with severe kidney disease 
were commonly being produced by the diet and 
not by the disease. In order to cut down on the 
large loss of protein in the urine, doctors used to 
stop giving much protein by mouth, and as a result 
the patient’s blood became so thin that the water 
in it could seep through the walls of the blood ves- 
sels and out into the tissues. Today every able 
clinician knows that he must give patients with 
certain types of nephritis an extra amount of pro- 
tein to make up for the large amounts which they 
are losing in the urine. He knows that they can 
not be well unless they are given so much food 
that after losing a lot they will still have enough 
left to maintain life. 


Children’s specialists also know now that a 
supply of vitamins in the diet sufficient for a well 
child may not be sufficient if the child has to make 
a strong fight against some chronic illness with 
fever, a speeded-up body chemistry, and great 
demands on the part of the tissues for material 
with which to rebuild injured parts. 


There can be no question that at present the 
business of stuffing vitamins into everyone is 
being overdone. It is a fad which will be dropped 
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later when big advertisers find it less lucrative, or 
when they find a new subject for good copy. Then 
after all the smoke clears away, it will be found 
that an excess supply of vitamins is helpful in 
some conditions and useless in others. 


Skin Tests for Foods 


It is a sad fact that most of the persons whom 
one sees nowadays with a definitely deficient diet 
were placed on it by some physician who hoped to 
cure some disease. Often he must have intended to 
try the diet out for only a few days or weeks, but 
the patient went off and did not come back. Un- 
fortunately some persons will remain faithfully 
for months on an extremely narrow diet designed 
to cure ulcer, high blood pressure, obesity, hives, 
or hay fever. Perhaps they were skin tested 
and found to react to a score of foods, all of which 
were then forbidden. I am sure this is wrong, and 
certainly until men who call themselves allergists 
begin to do a little thinking along with their skin 
testing, many persons are going to be greatly in- 
convenienced. Skin tests for pollens, dusts, and 
animal emanations, and for the relief of hay fever 
and asthma are of great value, but skin tests for 
foods and for the relief of indigestion, abdominal 
discomfort, hives, and headache are commonly 
worse than valueless. Too often they give only 
misinformation, and it is saddening to see that on 
all sides today hundreds of men and women are 
being told not to eat a number of important foods 
simply because their skin reacted with a little red 
spot to the application of a minute amount of each 
one of these foods. A positive skin test with a 
food means only that the patient should watch 
that food to see if it actually causes trouble. 


I have learned that whenever a diet does not 
give relief within a few days the chances are that 
I was wrong in my diagnosis, or wrong in my 
dietary prescription or wrong in trying to treat the 
particular patient with any diet. I tell patients 
when I give them a diet, “Try it, and if it does not 
help within a few days, throw the list in the waste 
basket.” 








Benefits and Problems of Standardization 


ARTHUR M. CALVIN, F.A.C.H.A. 


Furnishings, Equipment, and Supplies,” has 

undoubtedly been given very serious consid- 
eration. As far back as 1923 I recall Miss 
Margaret Rogers, superintendent of Saint Luke’s 
Hospital, Saint Paul, who was appointed the first 
chairman of this committee by the American Hos- 
pital Association, made a very strenuous effort to 
bring something out of this subject. Her contacts 
with the National Bureau of Standards of the 
United States Department of Commerce created a 
general interest which later resulted in a com- 
bined effort of hospitals, hospital supply firms, the 
American Hospital Association, the American 
College of Surgeons and the National Bureau of 
Standards working together to standardize and 
simplify many of our present hospital furnishings, 
equipment, and supplies. 


Te subject, “Standardization of Hospital 


During the latter years John Hatfield of Phila- 
delphia and his committee contributed greatly to 
the progress of standardization and simplification, 
working hand in hand with Dr. MacEachern of the 
American College of Surgeons, who not only as- 
sisted materially in the standardization of surgical 
dressings but proceeded to educate the surgeons 
and the hospitals to utilize standardized surgical 
dressings. As hospital administrators, we are 
cognizant of the fact that this subject has re- 
ceived considerable attention; hard work, time, 
and money have been spent that economy and 
efficiency in our hospitals will be the ultimate re- 
sult. Now that we have definite recommendations, 
what are we going to do with them? 


Since 1923 there has been an annual report sub- 
mitted by the Committee of the American Hos- 
pital Association on this subject and during the 
past two months there appeared two articles in 
HOSPITALS, one in the January issue by William 
E. Braithwaite of the Division of Simplified Prac- 
tice of the United States Bureau of Standards and 
the other in the February issue by John N. Hat- 
field, administrator of the Pennsylvania Hospital 
in Philadelphia. I have been informed that an 
effort is being made to publish a manual of stand- 
ards which may be placed on the administrator’s 
desk for daily use. There is a probability that 
many hospital administrators have neglected to 
follow the recommendations made by this Com- 
mittee, in spite of the fact that many have signed 
approved forms and returned them to the United 
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States Department of Commerce. The obvious 
reason for this is that the written reports of the 
Committee have been presented in sections in ac- 
cordance with the progress made in standard- 
ization and simplification of certain articles. 
However, I am confident that more interest will 
be given to this subject when we have a manual 
which will include all recommendations for stand- 
ardization and simplification of furnishings, 
equipment, and supplies to date. 


Of course it would not be practical to junk our 
present furnishings and equipment, but it is to be 
expected that when we buy new furnishings and 
equipment we should endeavor to see that they are 
standardized. The reason, of course, is twofold— 
first, economy and, second, efficiency. 


Most of us know something about the cost of 
printing a form. It is made up of two parts, first 
the expense of setting up the type, etc., making 
the proof and, later, the corrections, changes, and 
getting it ready for printing. The second part is 
the cost of printing the desired number of copies 
which includes the cost of labor, paper, overhead, 
etc. Thus, two costs will be designated—the 
“preparation” charge and the “printing” charge. 
The sum of these two items represents the initial 
cost of the form. There is also a third item that 
is generally lost sight of and yet it is strictly a 
cost factor. It is interest on inventory. 


The longer the printed material remains in the 
stock room the greater the interest charge. In ad- 
dition to this item of interest, there is another 
charge that may be taken into account with equally 
good reason. This cost arises through the need of 
having storage facilities (floor space, shelving, 
etc.). Supervision, inventory, and the inclusion of 
any miscellaneous item is overhead. These costs 
may be taken into account by increasing the in- 
terest rate fifty to one hundred per cent or more 
as may be ascertained by an analysis of a particu- 
lar instance. Roughly, doubling the interest rate 
would seem to be a fair estimate of the cost of 
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administration of stationery supplies. Thus, the 
complete cost of any form is composed of the 
amount paid the printer for its production and the 
interest and administrative expenses charged 
against it for the time it is on hand as stock. If 
only a few copies are printed, the first named 
factor is high and the second is low, and when a 
large number of copies are printed, the first item 
is low and the second is high. 


This illustration is not only true of printing 
forms but also of furnishings, equipment, and 
supplies, which, if standardized, will greatly lower 
the cost to the manufacturer, to the hospital or 
the consumer, and, obviously, to the patient. The 
work of simplification is to get rid of the obsolete, 
the unnecessary, and the waste. It has been found 
by the Department of Commerce in a survey made 
some years ago that the average waste of six 
great industries ran from twenty-nine to sixty- 
four per cent of the time, labor, effort, and money 
put into those great trades. It has been ascer- 
tained by engineers that ten million dollars could 
be saved annually through standardization and 
simplification in the fabricated products alone. 


Back in the “nineties,” we are told, there were 
180 different lamp sockets. Today there are six. 
General Motors reduced its 13,000 minor parts to 
2100. In a chain of three hotels it was estimated 
that a saving of $100,000.00 a year has been made 
because they have reduced their fifteen designs of 
carpet to three, their thirty styles of glassware 
to ten, and so on down. One rubber company re- 
duced its 1600 items to 6. Thus, we see not only 
a saving but a decrease, in waste, in stock, produc- 
tion, costs, selling expenses, misunderstandings, 
investments, etc. It increases turn-over, prompt- 
ness of delivery, and automatically raises the 
quality of the produce. It reduced the catalog of 
one firm from 47 pages to the back of the com- 
pany’s letterhead. 


Hospital Beds 


In the year 1923 the movement for a reduction 
in the variety of lengths, widths, and heights of 
hospital beds was initiated by a committee of the 
American Hospital Association, which made a sur- 
vey resulting in a most unbelievable number of 
varieties in the size of beds in use in hospitals and 
on sale by the manufacturers. There were 35 
variations in length, 34 variations in width, and 
44 varieties in height. 


With the cooperation and advice of the Division 
of Simplified Practice of the United States Depart- 
ment of Commerce, it has been possible to compile 
the data that has been assembled for such purpose 
that the Division of Simplified Practice was able 
to call a meeting in Washington in the year 1923, 
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which resulted in the adoption of the following 
recommendations: 


1 For general hospital use 


(a) Length, inside distance between head and 
foot posts—78 inches 

(b) Width of end angles of springs—36 inches 

{c) Height from floor to top of springs, in- 
clusive of casters, etc.—27 inches 


2 For certain institutional use, the need of a 
narrower bed is recognized. In these cases the 
recommended width is 33 inches with the 
length and height the same as in (1) above 


3 For private room use where a wider than 
standard bed is desired, the recommended 
width is 39” with the other dimensions the 
same as in (1) above 


The recommendation for beds was re-affirmed 
by the Standing Committee in 1926, 1929, 1935, 
and 1937. 


John Hatfield reports that last year the Chair- 
man of the Standing Committee decided that the 
simplified practice recommendation dealing with 
beds was being followed by the hospitals or con- 
sumer group which signed the recommendation. 
Questionnaires were prepared and distributed to 
assure a cross section picture of all types and sizes 
of institutional bed equipment. A questionnaire 
was sent to all hospitals in the United States hav- 
ing two hundred beds or more, to one-half of the 
hospitals having between one and two hundred 
beds, and to one-third of the hospitals having less 
than one hundred beds. Reports from 1900 in- 
stitutions revealed a total variation of some nine 
hundred different combinations of ward bed sizes; 
1104 hospitals reported 663 different combinations 
of private bed sizes and 585 hospitals reported 
500 different combinations of special type bed 
sizes. However, an analysis disclosed that the 
sizes recommended in the established standards 
predominated to the extent that the Committee 
re-affirmed them. The variation in size in most 
instances is negligible and carries with it no prac- 
tical advantages from the standpoint of use or 
aesthetic value. It does mean, however, that the 
cost of manufacture has been appreciably in- 
creased so that hospital institutions, as a whole, 
have paid considerably more for these beds than 
would have been the case had they specified stand- 
ard sizes. 


A recent study of bed sizes brought out three 
points which are worthy of emphasis: (1) that 
established standard sizes predominated to such 
an extent that the Committee re-affirmed them; 
(2) that a chaotic condition exists in that many 
institutions are using both standard and off- 
standard sizes; and (3) that the number of pur- 
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chasers who apparently have given little or no 
thought to standard sizes is astoundingly high. 


The conclusion is that the predominance of the 
established standard sizes is brought about not by 
conscious attention of the purchasers to the recog- 
nition of standards but by the efforts of the 
manufacturers in using the standards in both 
their producing and selling departments. The 
benefits of standardization and simplification are 
brought to us in spite of ourselves. 


Bed Blankets 


In 1924 the Committee made a study of bed 
blankets in which they reported that blankets 
could be reduced from 78 different sizes to 12, and 
recently a reduction has been made to 11 although 
I do not have the information relative to which 
one of the twelve various sizes was dropped. 


The standardization of bed blankets had already 
been accomplished by the manufacturers of cotton, 
wool, and cotton and wool-mixed blankets. With 
the American Hospital Association cooperating in 
this work, the Chairman of the Simplification 
Committee attended the meeting in which these 
different sizes were reduced 85 per cent. The 
various sizes recommended are: 


54in.x 76in. 66in.x80in. 66in. x 84 in. 
60in.x 76in. 68in.x 80in. 72 in. x 84 in. 
64in.x 76in. 70in.x80in. 66 in. x 90 in. 
60in.x 80in. 60in.x 84in. 80 in. x 90 in. 


These sizes are being complied with by the hos- 
pitals inasmuch as the manufacturers are adher- 
ing to the recommended specifications. 

Hospital Chinaware 

The Committee on Standardization of Hospital 
Furnishings, Equipment, and Supplies worked 
with the American Hotel Association and the 
American Vitrified China Manufacturers’ Associa- 
tion in the standardization of hotel chinaware in 
the year 1925 and thereby eliminated many of the 
items. The items were reduced from 700 to 345 
and were accepted as reported by 38 per cent of 
the hospitals, while about 54 per cent of the hos- 
pitals reported some preference. 


In preparing the questionnaire, our hospital 
Standardization Committee further eliminated a 
number of items on this list that did not particu- 
larly apply to hospitals. After a further confer- 
ence with the representatives from the pottery 
industries and other interested groups, a list of 
115 items was adopted. These sizes were to be 
made in three weights as covered by the trade 
names, rolled edge, medium weight, and light 
weight. These recommendations were accepted 
by the hospitals and manufacturers and became 
effective July 1, 1925. 


One of the large manufacturers of chinaware 
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stated that 78 per cent of their sales were con- 
centrated on 42 items which were carried in stock 


and manufactured in four different patterns and 


could be purchased at from 10 per cent to 15 per 
cent less than the regular price. Thus, if hospital 
requirements could be supplied in these 42 items, 
the result would be reduced prices, smaller inven- 
tories and no delay in filling orders. 


Hospital and Institutional Cotton Textiles 


These items were reduced from 454 to 26, or a 
94 per cent reduction— 


Pillow Cases: It was shown that twenty differ- 
ent sizes were in use exclusive of children’s. Over 
50 per cent of the hospitals reporting used the 
size 36x42 inch and 40 per cent of the hospitals 
used 36x45 inch. 


Sheets: There were eleven different sizes used 
for adults. Of these sizes the 72x99 inch is the 
most popular size. However, the 72x108 inch is 
rapidly becoming a favorite. 


Bedspreads: Twenty-two varieties of sizes were 
reported. Seventy-four per cent of the hospitals 
were using 72x90 inch and 23 per cent of the 
hospitals were using the 63x90 inch size. 


Bath Towels: Twenty-nine sizes were reported 
as being used. Fifty-two per cent of the hospitals 
were using the size 18x86 inch and 39 per cent 
were using the size 22x44 inch. 


Face Towels: Thirty sizes were reported in use. 
Fifty-five per cent of the hospitals were using 
18x36 inch size and 32 per cent were using the 
16x82 inch size. 


Bed Pads: Forty-eight different sizes were re- 
ported as being used. Sixty-one per cent of the 
hospitals were using 36x72 inch and 23 per cent 
were using 36x76 inch. 


Draw Sheets: Fifty-five sizes reported. Fifty- 
six per cent of the hospitals were using 54x72 inch 
and 8 per cent were using 45x72 inch; 5 per cent 
using 36x72 inch, and the balance using the re- 
maining 52 sizes. 


Bureau Scarfs: Thirty-nine sizes reported. © 
Sixty-three per cent of the hospitals were using 
18x45 inch and the balance were using the remain- 
ing 38 sizes. 


Hand Towels: Fifty-one sizes reported. Fifty- 
three per cent of the hospitals were using 13x18 
inch and the others divided up among the 50 re- 
maining sizes. 


This survey indicates a tendency on the part of 
the hospitals to reduce their commodities to fewer 
items. 


In submitting the adopted sizes of textiles for 
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SIZES OF TEXTILES ADOPTED IN 1927 
































Sizes Torn or Present Standard 
Item (Inches) Finished Size Depth of Hem Packing (per case) 
Bed Pads 36x36 
86x72 Finished 
36x76 
Pillow Cases 42x36 
45x36 Torn 3 inches 50 doz. 
Sheets 63x99 
63x108 
72x99 Torn Top: 3 inches 
72x108 Bottom: 1 inch 20 doz. 
Drawsheets 45x72 Top: linch 
54x72 Torn Bottom: 1 inch 20 doz. 
Spreads 63x90 
72x90 Cut or Torn %4 inch 50 and 100 
Bureau Scarfs 18x45 
18 wide by bolt Cut 5 doz. 
Towels (Bath) 18x36 50 doz. 
22x44 Finished 50 and 25 doz. 
Towels 14x20 200 doz. 
(Face & Hand) 16x32 100 doz. 
18x36 Finished 100 doz. ? 
18 wide by bolt 40/50 yds. per piece 


2000 yds. per case 





adult beds, from 70 to 91 per cent of the hospitals 
were willing to accept the sizes recommended. 


Adhesive Plaster 


Adhesive plaster was reduced from 26 various 
sizes to 15 in 1928 and the Standing Committee 
re-affirmed the recommendation without change in 
1929, 1931, 1934 and 1937. The recommendation 
provided for two widths .in two lengths of ad- 
hesive in rolls and for five widths in seven lengths 
of adhesive on spools, as originally presented to 
the conference. The schedule provided for ad- 
hesive in rolls in only the 12 inch width by 5 yard 
length. Some manufacturers felt that the demand 
for 7 inch adhesive in one yard length warranted 
its retention in the recommendation and this item 
was added to the schedule with the understanding 
that consideration be given to its elimination at 
the time of the first revision. The 114 inch width 
in 5 yard lengths of adhesive on spools was added 
to the list of retained sizes for the same reason 
and with the same proviso. 


In 1937 the Chairman of the Standing Commit- 
tee suggested that the recommendation be revised 
by the addition of a 12 inch by ten yard hospital 
roll to be supplied—cut and uncut—and the elimi- 
nation of the 7 inch by 1 yard plaster in rolls. All 
the members of the Committee concurred in the 
proposed changes, becoming effective in 1937. A 


considerable number of our hospitals and hospital 


firms have accepted the recommendation. 
Other Items 


In the year 1931 the Committee of the American 
Hospital Association, with the permission of the 
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American College of Surgeons and in close co- 
operation with it, presented to the government 
specifications for standardized surgical dressings. 
A study was also begun that year for standardiza- 
tion of surgical catgut, rubber gloves, rubber 
sheeting, laboratory glassware, and mattresses. 


This study was followed in the year 1932 by 
including clinical thermometers, the result of 
which has shown an improvement in the quality 
of many of the thermometers now on the market. 


In 1933 the Committee submitted specifications 
covering minimum requirements for material and 
workmanship of surgeons’ rubber gloves. Each 
glove shall be marked with the manufacturer’s or 
supplier’s name or trade name, thus providing 
standard guarantees to hospitals for surgical 
gloves. 


In 1935 the Committee report relative to mat- 
tresses covered twenty-one pages in the Transac- 
tions of the American Hospital Association. The 
recommendation covered the minimum require- 
ments for inner spring mattresses, the general 
requirements and detailed requirements, taking 
into consideration three different types of mat- 
tresses, which include hair filled, cotton filled, or 
curled hair mattresses. Further study has been 
given by the Committee on hospital plumbing fix- 
tures and hypodermic needles. 


Surgical Dressings 


The last hospital standardization study to be 
made is that of surgical dressings. Dr. Malcolm T. 
MacEachern, Associate Director of the American 
College of Surgeons, was one of the first to recog- 
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nize the importance of standardization and simpli- 
fication. He has served as chairman of the 
American Hospital Association committee and is 
chairman of the sub-committee concerned with the 
standardization of surgical dressings, a project 
initiated by him’ through the American College 
of Surgeons but which later was studied further 
and developed by the American Hospital Associa- 
tion committee in cooperation with other inter- 
ested groups. 


Have Surgical Dressings Been Standardized 
and Generally Accepted? 


After considerable time and effort were given 
to the study of the questionnaires which were sent 
to 2275 hospitals, it was found that out of 629 
hospitals which returned the questionnaires 296 
use standard dressings, 131 do not, 149 use stand- 
ard dressings and other types, and 53 did not 
answer this question. The Committee completed 
its report in 1936 and made recommendations 
relative to sizes. 


It has been brought out very forcefully that if 
surgical dressings are standardized it is very im- 
portant that they be used. In other words, it 
would be useless to standardize dressings if sur- 
geons persist in using designs and sizes of their 
own specification and thereby force hospitals to 
provide non-standard dressings which would cost 
substantially in excess of standard stock. 


It can be readily seen that surgical dressings 
have not been generally accepted by the hospitals, 
either because hospital administrators have not as 
a whole been interested or because their adminis- 
trative duties have prevented them from investi- 
gating the various sizes of dressings that are 
being put to use in the operating room, or it may 
be possible that the subject has been completely 
turned over to the operating room supervisor who 
knows little about the standardization program. 


In order to secure first hand information rela- 
tive to the question why it has not been generally 
accepted, I had a conference with a representative 
of one of the manufacturers of surgical dressings, 
our superintendent of nurses, and our operating 
room supervisor. The four of us spent an after- 
noon discussing the standardized surgical dress- 
ing problem. 


We found that if the matter of standardization 
is left in the hands of the operating room super- 
visor it is certain that she will have some com- 
plaint from the surgeons for not using the type of 
dressings they have been accustomed to using. 
Therefore, the first step will necessarily be the 
education of our doctors to the advantages of 
using standardized dressings. 

I have been told that up to the present time 
standardization of surgical dressings has come 
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chiefly through the manufacturers and distrib- 
utors and not, primarily, through the choice of the 


hospital administrator. As an example, in our 
hospitals where we are not using ready-made 
dressings, our operating room supervisor received 
samples of ready-made dressings and she imme- 
diately changed some of the sizes of our dressings 
to correspond with the standardized ready-made 
dressings recommended by the Committee, the 
reason being, efficiency. 


What Are the Advantages of Standardized 
Surgical Dressings? 


Standardized surgical dressings have several 
advantages. First, there is a saving in the cost 
of purchasing either the ready-made or locally 
made dressings. Second, there will be a greater 
efficiency among the surgeons who go to one or 
more hospitals if the surgical committee of the 
hospital adopt a definite list of quantities of 
dressings for each type of operation. Third, it 
has been ascertained that the use of standardized 
dressings facilitates the sponge count both before 
and after use for the reason that it is definitely 
easier to count sponges which are always of the 
same size and shape than if there is a variety of. 
sizes and shapes. The factor of error is thereby 
greatly diminished. 


The Interest of the Surgical Staff in Standardized 
Surgical Dressings 


Every good doctor on the staff of a hospital is 
interested in the cost of hospitalization to his 
patients. Most of the doctors will readily accept 
the standard set-up by the hospital, which will lead 
to greater economy and efficiency. To secure the 
surgeon’s assistance, it will probably be best to 
present to the surgical committee the advantages 
of standardized surgical dressings. Most of them 
would be amazed to find that we have been’ using 
1500 varieties of one type of dressing for prac- 
tically the same purpose. Cooperation should re- 
sult in an agreement to use standardized dress- 
ings. Hospitals can assume the standardized 
sizes gradually if there is opposition. 


One way in which the subject could be im- 
pressed upon the surgeons would be to present 
some concrete illustration inasmuch as a visual 
presentation is easier to absorb than a discussion, 
and that would be to present a showing of the 
waste, inefficiency and delay that is caused by not 
using standardized dressings. 


The last and most important method of inter- 
esting the surgical staff is through the American 
College of Surgeons. Hospitals working through 
the members of this organization will undoubtedly 
receive support, knowing that the American 
College of Surgeons is supporting this program. 
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Increasing Hospital Revenue 






WILLIAM P. SLOVER, B.C.S., M.A.C.H.A. 


cerned about increasing or diminishing reve- 

nues. In thinking over this subject, the ques- 
tion arises whether hospital rates generally should 
be increased along with the increased cost of sup- 
plies and services. Six or nine months ago there 
could have been only one answer to such a ques- 
tion; that answer would have been — Hospital 
rates most certainly should be increased. Today, 
however, there are many economic reasons why 
it would be wise to study this topic further be- 
fore arriving at conclusions. 


F come hospital administrator is vitally con- 


In order to discuss these topics more intelli- 
gently, I mailed a short questionnaire to sixty 
representative hospitals located in the States of 
Wisconsin, Minnesota, Illinois, and Iowa. Re- 
turns were eighty-five per cent. The general 
opinion bore out my conclusions that the present 
is no time to increase rates. Forty-one per cent 
would raise today’s prices while fifty-nine per cent 
would maintain them at their present level. How- 
ever, within the past year fifty-six per cent have 
increased their rates while forty-four per cent 
have not. Such increases range from twenty-five 
cents to fifty cents per bed per day, and from a 
viewpoint of percentages they range from five per 
cent to twenty-five per cent. With prices of com- 
modities gradually declining and unemployment 
increasing, present hospital rates should be main- 
tained; or, if possible, slightly decreased. To 
some, this may sound radical and unwise, but the 
industrialist and the business man stimulates his 
business by decreasing costs. 


Since financial experts still tell us that the 
Stock Market and steel production are two of the 
best barometers we have of business conditions, 
hospitals might well watch this guide. It would 
then be much easier for the doctor, the hospital, 
and the patient if rates were increased during 
that period when prices in general increase. 


Uniform Rates 


One method to protect hospital rates success- 
fully is for hospitals in the same community to 
have uniform rates. There is no reason under 
the sun why hospitals should compete on «, dollar 
and cents basis. Any competition in hospital 
work should be only on the basis of service, and 
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service alone. We all know of situations where 
some hospitals have rates lower than others. This 
principle is economically unsound. Similar serv- 
ices and accommodations in different hospitals of 
the same rating in a community should take a 
uniform price schedule, otherwise an intelligent 
public is soon encouraged to “shop around.” Low 
hospital rates may be indirectly a means of sub- 
sidizing insurance companies on Workmen’s Com- 
pensation cases. Certainly no hospital would vol- 
untarily make a cash contribution to an insurance 
company, but there are some hospitals doing the 
equivalent by offering rates below cost. This is 
unfair to the hospital, the patient, the doctor, the 
insurance company, and the employer. In this 
type of case there is bound to be some skimping 
somewhere. 


Patients have a perfect right to expect security 
in the hospital world. When they discover there 
are many different rates for the same type of 
service in hospitals in the same community, there 
is a strong question in my mind whether the pa- 
tient does not feel a certain amount of insecurity. 
Hospital and security in this respect are synony- 
mous. Hospital councils and hospital organiza- 
tions locally should exert every effort possible to 
make hospital rates uniform. I feel confident 
that the public would support without reservation 
such a program if the true facts of hospital prob- 
lems were put before it. Hospitals should sub- 
merge their individual feelings on this question 
for the common good with its accompanying bene- 
fits. When they do, the financial and professional 
position of all hospitals will be materially im- 
proved. 


Creating New Sources of Revenue 


Another question which arises in this discus- 
sion is—Where may we obtain new revenue or 
additional revenue with which to meet the de- 
mands thrust upon us? 


1 Animportant source of revenue which many 
of us may overlook is the encouraging of patients 
to take better accommodations. Of course, the 
patient should be well able to afford this addi- 
tional expense. The hospital admitting officer 


49 





may very well explain the benefits to be derived 
by the patient from better accommodations, 
such as: 


a A private room would insure: 
Longer visiting hours 
Telephone service 
More quiet and rest 


b Likewise the value of semi-private rooms 
versus ward accommodations could be tact- 
fully mentioned. 


Hotels have found this principle to be success- 
ful. If you are asked by a hotel clerk if you 
wish a $10.00 a day room you are flattered, even 
though this price is beyond your range. From 
my own experience, I find this suggestion alone 
has increased revenue from three to five per cent. 


2 The drug stores in hospitals could be given 
more prominent display space. 


3 Up-to-date and better accounting methods 
should be installed. Many hospitals are losing 
thousands of dollars annually without realizing 
their loss because of antiquated accounting meth- 
ods. 


4 Educate the public to use hospital facilities 
in order to maintain a higher health status. Sug- 
gest more regular use of the laboratory, the x-ray 


and diagnostic services for systematic check-ups 
on their health. 


5 Provide the doctors on your staff with ade- 
quate examining rooms. This is based on the 
principle that the more your doctors use the fa- 
cilities of your hospital, the larger the volume of 
business your hospital will do. 


6 Look into the possibility of renting to the 
public in general some of your hospital apparatus 
and equipment, such as: wheel chairs, fracture 
beds, crutches, bassinets, modern hospital beds, 
etc. 


7 Collection of accounts should be watched 
very carefully, especially at the present time when 
the national income is shrinking and unemploy- 
ment is on the increase. 


All of these seem to be practical suggestions 
which can be used by competent managers to in- 
crease hospital revenue. 


Then there is another important potential 
source of hospital revenue. Hospital adminis- 
trators and hospital trustees in the future should 
give much more consideration and thought to 
philanthropy. 


Philanthropic Support 


The income of voluntary hospitals is an un- 
known quantity—resting more or less in the laps 
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of the gods. Philanthropy—both individual and 


. organized—has played an important part in our 


source of revenue. During the past decade the 
public’s attitude toward philanthropy has under- 
gone a marked change. People are no longer in- 
terested when an institution pleads to be kept go- 
ing—allowed to survive. The public is skeptical 
and critical; the present-day public is highly ana- 
lytical; how practical are your requests—are they 
well founded? If so, what results are you pro- 
ducing? Is your plan a rational one applicable 
to the needs of the community you represent? 
The answers to these and many other pertinent 
questions must satisfy the close scrutiny of the 
public mind today. If you cannot present a 
worthy cause and educate the public you rely 
upon for support as to its sound effectiveness, 
you may as well disceunt philanthropy in your 
drive for existence or for achieving maximum 
growth and efficiency. , 


In pre-depression days giving was largely con- 
trolled by mass emotion. Good times meant lav- 
ish giving. There has never been a standard of 
“normal” giving. Since the depression, billions 
for relief and mounting taxation have contrived 
to kill the spirit of private philanthropy. 


True as the picture I have depicted is, the sit- 
uation is a hopeful one. A great deal can be done 
and should be done to stimulate public giving. 
Public consciousness must be quickened. When 
we consider the following statistics we must real- 
ize what a properly awakened and educated public 
could produce in the cause of the voluntary hos- 
pital: 


In 1929, at the peak of American income, 1,122,- 
650 individuals made federal income tax returns, 
showing an income aggregating $20,055,000,000. 
These individuals listed gifts to charity and phi- 
lanthropy of $380,000,000, or 1.9 per cent of their 
income. This total was far below the 15 per cent 
that may be deducted in computing taxes on indi- 
vidual incomes. It is interesting to note that dur- 
ing the same year these same individuals saved 
and invested $6,900,000,000—or 34 per cent of 
their income for that year.* 


Those not reporting under federal income tax 
laws gave less, of course. For the entire popula- 
tion, the portion of income given to organized 
philanthropy is less than one-half of the 1.9 per 
cent cited above. 


These figures suggest great untapped sources. 
A concerted drive by voluntary hospitals should 
be productive. The hardships endured in the past 
years have given people a keener sense of man- 


*Figures from Harold T. Beave, Fund Raising Consultants, 
Chicago 
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kind’s needs. Our cause is a compelling one and 
the service we have to offer is the highest in the 
social order—the care of the sick. The remedy 
lies not to appeal for funds alone, but rather to 
educate the public so that voluntarily funds will 
be made available. In this respect, I advocate 
not only: concerted effort in producing national 


hospital consciousness, but that each hospital con- ° 


cerned work toward educating its own commu- 
nity. Carefully selected and trained personnel, 
whose every act is designed toward creating and 
maintaining the good-will of the community, is 
essential. Friendly relations with the local press 
are desirable. Intelligent cooperation and asso- 
ciation on the part of the hospital administrators 
in community enterprises of every type will prove 
fruitful sources of contact. 


A number of rich men in certain brackets con- 
tribute 50 per cent of their income to the Gov- 
ernment in the form of income taxes. This type 


should be cultivated and the requirements of mod- 
ern hospitals should be explained to them. When 
a person in this income tax bracket contrib- 
utes $1.00 to a hospital he contributes 50 cents 
from his own pocket and 50 cents which would 
have gone to the federal government in the form 
of taxes. If he contributes $5,000, he contributes 
$2,500 from his own pocket and $2,500 which 
would have gone to the government in the form 
of income tax payments. Surprising as it may 
seem there are some of our wealthiest people who 
do not realize this. A number of our leading 
universities in the country are using this same 
argument and same reasoning in building up their 
contributions and in adding to their endowments. 
If educational institutions can employ this appeal 
with success, hospitals with their human appeal 
should do equally as well. 


“Ask, and ye shall receive; seek, and ye shall 
find; knock, and it shall be opened unto you.” 
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Paint 


There are four types of finish always to be 
considered—water paints such as casein, oil 
paints such as the time-honored lead and oil, 
lacquers of the duco type, and the more recently 
introduced synthetic resins. 


The water soluble paints are cheapest both in 
material and in labor cost, cover in one coat but 
do not stand washing well, are less satisfactory 
on wood than on plaster and then only when not 
subject to much soiling. 


The familiar lead and oil type lends itself to 
many styles of finish from the flat to eggshell or 
high gloss, can be purchased in a wide variety 
of colors and tints, and can be applied either with 
brush or spray gun. It is durable; the better 
grades are washable; and it is quite easily 
patched. The surface must be carefully prepared 
before painting. New wood must be primed with 
oil and hardwood should be filled rather than 
primed. New plaster should first be treated with 
a solution of two or three pounds of zinc sulphate 
in a gallon of water, and allowed to dry for twen- 
ty-four hours. This will neutralize the “hot” spots 
in the plaster, due to insufficiently slaked lime. If 
not treated in advance such “hot” spots will cause 
browning and peeling of the paint film. 


The lacquers are composed of a cellulose ma- 
terial dissolved in acetone or a similar solvent. 
They dry very rapidly—so rapidly that they must 
be sprayed rather than brushed as the brushing 
“laps” are difficult if not impossible to cover. 
They are very durable, stand washing well, and 
except for difficulty of application give excellent 
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service. On plaster they do not penetrate or 
“bind” and the wall must therefore be specially 
prepared and even then may be subject to peeling. 
The synthetic resins lie between the oil paints 
or enamels, and the lacquers. They dry rapidly 
—in two or three hours; but not too rapidly to 
permit brush application. They bind well and 
are very durable. May be brushed or sprayed. 
Their cost is more than enamel but less than 
lacquer, and do not refinish very well. 


Various comparisons by governmental agencies 
as to the relative cost of spray versus brush paint- 
ing reveal that spray painting uses from 10 to 
50 per cent more material than brush application, 
that spray application covers well in one coat, 
and that labor cost of spray application is from 
one third to three-fifths as great as brush appli- 
cation. In a typical job a sprayer used 2.73 
gallons per thousand feet at the rate of 1,024 feet 
per hour. On a comparable job brushing used 
2.02 gallons per 1,000 square feet at the rate of 
82.5 feet per hour. On another job spraying used 
40 per cent more material than brushing, but 
covered well in one coat while the brushing coat 
had such poor covering effect as to require a 
second coat. 


A recent report on washability of various paint 
finishes is as follows: 
Scrubs 


Cold water paint 220 
White lead flat 
Modern flat wall paint 


Semi-gloss finish 44,934 








Increasing Necessity for Uniform Reporting of Costs 


RALPH G. WALKER 


cessity of a Uniform System of Reporting 

Costs,” I have tried to hold myself to the limits 
implied in this title. Careful weighing of words 
in the title seems to me to indicate the following 
emphases: 


" PREPARING this paper on “Increasing Ne- 


1 A general acceptance of uniform reporting 
of costs 


2 A necessity for uniform reporting 


3 Something new developing which makes the 
need for such a system an emergency 


I spent much time studying the subject from 
these angles, and I have proceeded like the usual 
preacher—used the text assigned as a point of 
departure. After finishing this discourse, I think 
it might better be called Increasing Evidence of 
Anemia in Hospital Accounting. 


I may be getting my metaphors mixed, but the 
disease referred to, I believe, causes pallor, de- 
creased vitality, limited effectiveness, and if 
ignored usually results in complications of a dis- 
astrous nature. I believe anemia can be cured un- 
less it becomes pernicious. Likewise, weakness in 
hospital accounting can be overcome, unless 
ignored and allowed to become pernicious. It is 
not true that uniformity is generally accepted in 
this profession of ours, nor are its benefits con- 
ceded by the rank and file. 


Following this fact of non-acceptance of the 
most vital element in our topic for discussion, 
Uniformity, allow me to lay some foundation ma- 
terial before considering “Increasing Necessities.” 


Definitions 


Good hospital accounting can be defined as the 
system of keeping accounts, which presents the 
necessary information to the management. Lim- 
ited to one institution, any chart of accounts of 
sufficient detail, properly kept, would accomplish 
the desired results. Expanded to the hospital 
field of a community, state, or nation, desired re- 
sults require uniformity in the chart of accounts, 
in order to make reports comparable. Considered 
in the limited sense, hospital accounting is only 
relatively free from anemia, but in the expanded 
sense it is seriously ill. 

Reports given to management make one think 


of the famous “57 varieties.” This is not a new 
condition—for decades it has prevailed. Admin- 
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istrators have been forced to check new expe- 
rience with old, without assurance of its adequacy. 
Unit measurements of questionable value have 
become ingrown. Comparisons with other in- 
stitutions have been attempted in spite of non- 
uniformity and our whole system of costs has 
become the butt of public resentment, the basis 
of many meaningless arguments. During my 
period of hospital experience (nearly twelve 
years) I have witnessed a considerable amount 
of effort to correct this trouble. Out of some 55 
hospitals in Southern California only five keep 
accounts on a uniform basis. In San Francisco 
about the same number are co-operating, relying 
on adjustments to bring results into comparable 
form for reporting. The San Francisco group fol- 
lows, with reservation, the recommendations in 
the manual built up by the Southern California 
group. 

Over the nation two other efforts have been 
made, one by the American Hospital Association, 
the other by the United Hospital Fund of New 
York. The latter has been quite successful, pri- 
marily because of the ability to enforce acceptance 
of the system. The manual of the American Hos- 
pital Association, so far as I know, has not been 
adopted by any group. And this is not the fault 
of the book—any one of these three movements 
has merit, if it can be applied. These three plans 
refer to private hospitals. In government sup- 
ported institutions, John M. Peirce, M.B.A., econ- 
omist with the California Tax Payers Association, 
has done a constructive piece of ground work in 
uniform accounting, but it has been only partially 
accepted. 


The tendency seems to be one of “lone-wolfing.”’ 
In the south, a hospital, represented ably by its 
accountant in the formation of our manual, re- 
fused to accept it, and recently has spent a con- 
siderable sum to install a new unique system of its 
own. 


There are many individuals (some accountants, 
some managers) who thoroughly believe uniform- 
ity is necessary. They take this stand because 
they see certain values which only uniformity can 
bring. Briefly, these are the merits: 
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1 To the institution uniform accounting— 

a—Creates the opportunity to compare ef- 
ficiency with other institutions. This com- 
parison is considered more valuable and more 
dependable than checking only against one’s 
own achievements of the past. 

b—Actually develops new and better units 
of measurement. This is borne out by the 
San Francisco group, which has pioneered in 
some very interesting new units of measure- 
ment. 


2 To the profession as a whole uniformity can 
bring— 

a—Dignity and respect to reports and sta- 

tistics. This is not true now—our reports are 


scoffed at by insurance companies and legis- 


lators. They know how full of omissions and 
inconsistencies these reports are. Accurate, 
dependable, uniform reports would provide 
the foundation to support uniform demands. 

b—Comparable reports would furnish in- 
formation which would raise the general 
standards of service by avoiding either ex- 
cess economies or extravagances. 


If uniform accounting has value beyond ade- 
quate individual accounting, why is it not accepted 
and applied to our profession? My answer to this 
question is threefold: 


1 There seems to be inability of people en- 
gaged in this field to choose and accept one plan. 
This state of mind is based on a presumably in- 
herent trait called “individualism.” ‘“Lone-wolf- 
ing” is a habit. 

2 Accountants and managers are inclined to be 
academic and get lost in pure theory of account- 
ing rather than unite on a plan approaching per- 
fection. It is my contention that theory of ac- 
counting is not an absolute science—many points 
have never been settled even by theorists. If we 
wait for this Utopia, nothing will ever be accom- 
plished. 


3 Apathy or obstruction to uniformity on the 
part of both accountants and managers exists in 
great quantities. My experience has indicated 
that accountants can be sold on uniformity quite 
readily. They see its advantages and are quite 
willing, if pushed a little, to accept the plan. But 
some accountants, and particularly near account- 
ants, are not anxious to push ahead into some- 
thing new. It is so comfortable to be satisfied 
with the methods at hand. 


These same criticisms apply to managers, and 
with even more reason for condemnation, because 
it is the administrator’s job primarily to be for- 
ward looking, to set institutional policies. 


My experience has also forced me, very reluc- 
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tantly, to accept the fact that uniformity is defi- 
nitely resented by some administrators. Some 
have frankly told me that it is considered too 
searching and lets others know too much about 
their business and its efficiency. Reluctantly, too, 
I have been forced to believe that some institu- 
tions have some pet weakness, which they do not 
wish exposed or corrected. Indifference may be 
curable, but definite willful resistance has no cure 
from the efforts of one’s associates. 


The Theory 


The theory of uniform accounting is simple. It 
is based on uniform distribution of expense. I 
believe no one who talks uniformity expects it to 
be applied to the balance sheet. The chart of 
accounts is the heart of the plan. Your commit- 
tee can show you the exhibit of these charts re- 
cently collected and one can see not only the many 
variances, but also how easy it would be to achieve 
uniformity. Uniform reporting to me implies, 
mainly, the use of uniform indexes of measure- 
ment. Dollar values mean little for comparison, 
but unit costs can be a very pertinent guide to 
managers—providing they measure the same 
thing. I can not refrain from again criticizing 
the use of average all inclusive-patient-day-cost 
as an index. It is wholly inadequate and mislead- 
ing. Even with uniform accounting this index 
does not measure the same thing. It ignores many 
fundamental points of difference in institutions, 
and results in more confusion. Management needs 
better indexes of measurement. They are quite 
possible of being created, if there is felt a real 
need for them and a determination to get them. 


The Practice 

In practice, uniformity, in both chart of ac- 
counts and in reporting, means willingness to give 
and take, cooperation, sacrificing pet theories, and 
determination to achieve uniformity rather than 
to talk theory. Uniformity, furthermore, is likely 
to be highly inaccurate, particularly if only ap- 
plied to reporting. When one finds it necessary 
to make adjustments to arrive at a common 
ground, it is exceedingly difficult to attain accu- 
racy. Particularly is this true where proportions, 
or ratios, must be used. Even with utmost will- 
ingness to be accurate the results drift away from 
uniformity. 


The ideal set-up would be community units in 
agreement using identical charts of accounts, and 
the actual reports made up by the same certified 
public accountant, completely independent from 
all institutions. It is no doubt entirely too perfect 
a plan ever to gain acceptance, solely because of 
the unwillingness of hospitals to try it. 


If you will pardon my returning now to the 


title assigned, Increased Necessities for Uniform 
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Reporting, I will try briefly to view it. To my way 
of reasoning, it is not so much increased or new 
necessity—whatever necessity exists has been la- 
tent for years. Accuracy is not new, but a definite 
determination to achieve it would be. Adequate 
measurements are not a new idea, but acceptance 
of plans to get them would be. Cooperation, the 
spirit of “give and take,” is not new, but whole- 
hearted practice of. it without silly suspicions 
would be. 


For years a few isolated voices have been at- 
tempting to lead others toward uniformity. For 
years they have been consistently ignored. It is 
encouraging to find others now feeling this urge 
and desire for cooperative uniformity. 


Certain pressures are felt at the present time, 
some new, some old. Three are worthy of men- 
tion: 


1 Compensation insurance rates are again caus- 
ing concern among administrators. Lots of guess- 
ing has been done regarding the value of this 
business, and new attempts are being made to 
measure convincingly the adequacy of rates paid 
to us. I, with others, believe we have been and 
are carrying these cases at an actual loss—actu- 
ally giving charity to insurance carriers. I wish 
some hospital having endowments might have a 
suit filed enjoining it from dissipating its funds 
through charity to insurance companies. The case 
would be interesting. Administrators have found 
how important uniformity could be in this dis- 
cussion. 


2 A second item, not yet recognized as a pres- 
sure, affecting our problem, is group-hospitaliza- 
tion plans. I look at the growing precedents in 
the eastern states of what I consider wholly inade- 
quate rates to member hospitals. It is incredible 
that the founders and promoters can champion 
these rates, which I am convinced are below cost. 
Will group hospitalization in this state, in this 
western section, make the same mistake? Uni- 
formity in our cost calculations can help avoid this 
disaster. Immediate realization of this necessity is 
essential, however. How many of you have given 
thought to the ramifications of group insurance? 
Is it to be only a small child in our midst, one that 
never grows up? If so, there is little need to 
worry. On the other hand, many believe it is 
likely to grow, perhaps become a young giant. If 
it does grow it will have two effects— 


a—Bring certain new business, and convert 
certain business into paying business which now 
is cared for at part or total charity. 


b—It will change certain accounts from full- 
pay business into group insurance business. 
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This latter aspect is often forgotten and is de- 
cidedly dangerous if the basic rate of remu- 
neration is inadequate. This is a new challenge 
and one the hospitals cannot face without 
adequate, convincing statistics. Think it over. 
The change to group plans may not be condu- 
cive to balanced budgets. 


3 A third pressure might lie in the new ruling 
by the courts on county hospital charges to pa- 
tients who can pay. You are no doubt familiar 
with it. In Los Angeles, it recently became an 
issue, and the newspapers proceeded to compare 
county hospital costs with private hospital costs 
in what I term a misleading method. If this com- 
parison must be made, uniformity between county 
and private institutions is essential. Without a 
common vocabulary, in which unit costs have com- 
mon referents, all our talk and arguments are, as 
Stuart Chase says in his book “The Tyranny of 
Words,” mere blah, blah. Comparisons using 
weasel words, chosen because they serve political 
purposes, do not interest me. Personally I would 
welcome the close scrutiny of an accurate study, 
not when someone is threatening, but when every- 
one wants to learn the truth. The motive is not 
one of policing county institutions, but one of 
learning by comparison. County supported insti- 
tutions can teach private hospitals much, and the 
exchange of data could: be mutually helpful. 


In conclusion let me say that I am convinced 
that the theory of uniformity is sound, but whole- 
hearted acceptance has never existed and I can- 
not predict when it will come. I feel the initiative 
in this movement must come from administrators. 
It is they who have the power to make or break it. 
They have the authority to insist on it. If they 
are convinced of its necessity, ways and means 
can be found to get it. My own plan of solving 
this problem would be: 


1 The adoption of a uniform chart of cost ac- 
counts by as many hospitals in each community as 
can be sold on the policy at the beginning. This 
should be open to all members of the Association 
of Western Hospitals. 


2 The binding together of these institutions 
and groups into what might be called “The Uni- 
form Hospital Accounting Society.” 


3 The formation of membership rules and by- 
laws regulating future association, to encourage 
growth of such movements. 


4 Public announcement by the Society that 
data and comparisons would be available to mem- 
bers only. 


Such a society, if backed by administrators, 
could become powerful and bring about ‘“Uni- 
formity” and all its benefits. 
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Care of the Obstetric Patient in the Hospital 


EDWARD L. CORNELL, M.D., F.A.C.S. 


provide the patient and the physician with a 

place to meet and accomplish a cure of disease. 
The public is led to believe that the hospital exer- 
cises care in erecting and furnishing its building. 
By inference, the public thinks the medical staff 
is picked with care and that the medical standard 
is at least equal to or better than that prevailing 
in the community. Unfortunately, this is not al- 
ways so. 


|’ IS presumed that hospitals are organized to 


Selecting the Medical Staff 


The lay boards of most hospitals are not suffi- 
ciently familiar with the qualifications proper for 
an adequate medical staff. It devolves upon a 
member or the members of the medical profession 
to pass upon the medical ability of its staff. This 
is a function which should be delegated by the 
lay board to medical men, and these medical men 
should be altruistic enough to choose a proper 
staff without favoritism or the intervention of 
medical politics. 


Too often physicians are placed in positions of 
responsibility in a hospital because they are rela- 
tives of some successful practitioner or member 
of the lay board. At other times a place is made 
on the staff for a poorly-trained physician be- 
cause he is able to keep 15 to 20 beds filled daily. 
When something happens and a patient dies as 
the result of inadequate treatment, every effort 
is made to cover up the inefficiency of the poorly- 
trained physician. 


Requirements Governing Medical Practice 
in Hospitals 


It is my opinion that many of these catastro- 
phes could be avoided if the hospital superintend- 
ent, the medical staff, and the lay board would co- 
operate and lay down certain requirements by 
which medical practice should be governed in the 
hospital. The hospital owes this duty to the pub- 
lic. If the hospitals do not do so soon, it is my 
opinion that some organization, such as women’s 
clubs, men’s clubs, or some federal agency will 
step in and require such procedure by law. 


This has already happened in New Zealand, fol- 
lowing an epidemic of puerperal sepsis. May I 
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quote from “Gentlemen of the Jury,” by Gordon 
and Bennett (1937), page 106: “In a Democracy, 
public opinion is the real law-maker; the people 
get what they ask for. .. . In 1923, the Dominion 
of New Zealand had the highest maternal mortal- 
ity of any equally civilized, equally sanitary coun- 
try. The position was alarming. No one knew 
quite what to do about it, and while the authori- 
ties were waiting for a lead, providentially, a 
scapegoat was found for them. An epidemic of 
puerperal sepsis accounted for four deaths in a 
northern maternity hospital. 


“Immediately, the clamor started. Women’s 
organizations passed motions embodying both in- 
vectives and suggested remedies. Newspapers 
reported the matter and wrote editorials. Local 
interests asked for a Parliamentary inquiry. As 
always, the public voice won, and a Government 
Commission, under the leadership of a Supreme 
Court Judge, was set up to make inquiries. .. . 
Something had to be done, and the Health De- - 
partment did it. The methods may have been a 
little crude, embracing, as they did, rules and 
regulations, forms and formalin, inspections and 
interrogations. ... This period was known in lo- 
cal medical history as ‘The Reign of Terror.’ 


“Two benefits resulted, however: Firstly, the 
doctors were stimulated to form an organization 
of their own to promote obstetric interests, and 
so to save their necks from the guillotine of offi- 
cialdom; and, secondly, the Health Department 
found the doctors to be willing,”—etc., etc. 


I have quoted in detail to show you that it is 
possible for the public, especially the women, to 
become aroused and to suggest impossible regu- 
lations. Have you analyzed the medical practice 
in your own hospital? If you have not, you 
should do so at once. Most of you know of pa- 
tients who died because of some physician’s lack 
of knowledge. Let us put our own house in order 
while there is yet time. 
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The Medical Profession’s Duties to the 
Hospitalized Obstetric Patients 


The medical profession’s duties, as far as the 
hospitalized obstetric patient is concerned, are as 
follows: 


Insistence should be made that at least one well- 
trained obstetrician should be attached to the staff 
who is available at all times for consultation, with 
or without a fee. A six months’ internship in a 
lying-in hospital does not make an obstetrician. 
This physician should have had at least two years’ 
training under close supervision, or he should 
have been under the direction of an obstetrician 
in private practice for five years at least. He 
should be a member of the American College of 
Surgeons, the American Board of Obstetricians, 
or one of the National Societies. 


All physicians attending in the hospital should 
be members of the local medical society. 


The obstetric division should be in charge of one 
physician on the staff who devotes at least 50 per 
cent of his time to obstetrics. This man should 
be encouraged to see that the latest in technic and 
equipment is installed as soon as it has proved 
its worth. 


He should decide and place in effect the exact 
technic to be used in all sections of the obstetric 
department. Any physician using the department 
should conform to it. No change should be al- 
lowed except it be approved by the chief in con- 
ference with other members of the staff. The 
chief supervisor should be directly responsible to 
the chief during his period of service. She should 
see that no changes are permitted. She should 
be held responsible for carrying out the rules and 
regulations covering the conduct of physicians in 
the department. Needless to say, this supervisor 
should be well trained in obstetric nursing and 
should be a good executive. 


The medical staff should lay down the policy of 
conduct in the obstetric department. There are 
always physicians who conduct normal deliveries 
and do low forceps operations well though they 
may not be capable of doing major obstetric oper- 
ations. These physicians should be urged and, in 
some cases, compelled to have consultation in all 
hemorrhage cases, all cesarean sections, version 
and extraction, breech cases in primipara, pre- 
eclampsia and eclampsia and cases in which diffi- 
cult forceps are anticipated. 


Two Great Causes of Death in Obstetrics 


The two greatest causes of death in obstetrics 
are hemorrhage and cesarean section. In the for- 
mer, delayed treatment is the factor, while in the 
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latter, the section is often done much too late or 
on improper indications. While peritonitis is the 
cause of death, the death certificate is signed out 
as heart disease or acute dilation of the stom- 
ach!!! 


The medical staff should control the equipment 
used in the obstetric department. In many hos- 
pitais instruments discarded from the surgical 
department are sent to the obstetric department. 
This, in itself, discourages good work. A full 
complement of instruments in good working order 
should be on hand at all times. The patient pays 
an operating room fee, she is therefore entitled 
to believe that all equipment is of good quality, 
in good working order, and sufficient for any 
emergency. Otherwise she might as well stay 
home to have her baby. The physician, also, 
should be able to do anything necessary in the 
obstetric department with equipment kept in that 
department. This includes blood transfusions. 


In my opinion, all cesarean sections and all non- 
infected abortions should be done in the obstetric 
division and not in the surgical department where 
a pus case may have just preceded the obstetric 
operation. The medical profession owes it to all 
patients to guard against exposing them to infec- 
tion. This applies particularly to obstetrics. 


Avoiding Infections 


The medical staff should see that the obstetric 
division in the general hospital is kept separate 
and distinct from other divisions and that all 
modern means are taken to avoid introducing in- 
fection. The nursery is not the only danger zone. 
The puerperal patient is also to be zealously 
guarded. It is very hard for a hospital to live 
down an epidemic of puerperal sepsis in the wards, 
or pemphigus or diarrhoea in the new-born nurs- 
ery. 


It is essential that prenatal records be on file 
with the hospital before a woman enters as a 
patient. This is especially important in large in- 
stitutions. The resident and intern should be able 
to get essential information quickly. It has been 
found by experience that physicians are more apt 
to give the patient adequate examination and 
treatment where the record is subject to review 
by the house staff of a hospital. 


Instructing the Intern Staff in the Care of 
Obstetric Cases 


The medical staff owes it to the interns and the 
patients to see that the former are properly in- 
structed in the care of obstetric cases. Some 
member of the obstetric department should have 
charge of intern training. The intern should not 
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be assigned to the obstetric department until he 
has had surgical training. The obstetric patient 


is entitled to as good service from the intern as | 


she receives from the nursing staff. 


If the hospital has a charity service, the ob- 
stetric department should be permitted to call on 
the other specialties freely. This is essential to 
the proper care of a patient. A pregnant woman 
is subject to the same accidental diseases as the 
non-pregnant patient. In my own practice I find 
it necessary to seek advice in other fields for over 
25 per cent of the patients. Nearly 20 per cent 
have some form of heart disease which, fortu- 
nately, comes under class A. If I have this per- 
centage of pathology, the patients who come to 
your hospital must have the same. 


Frequent conferences should be had with mem- 
bers of the obstetric staff, where problems can be 
discussed. Interesting cases should be reviewed 
and all maternal and fetal deaths discussed in 
detail. The responsibility for the death should 








be placed: If the medical attendant is at fault, 
proper action should be taken by the hospital to 
see that it does not occur again. Too often no 
action is taken and the supervisor or the hospital 
superintendent trembles while awaiting the next 
death in the hands of the same physician. A state 
license to practice medicine may give the physi- 
cian a legal right to murder his patient under the 
cover of medical science but it surely does not 
give him the right to drag in the hospital, the lay 
board, the interns, and the nurses as his accom- 
plices. None of you would care to see me operate 
for a brain tumor, would you? Yet, I have the 
legal right to, but have I the moral right? 


I have been blunt in my remarks today because 
I believe the medical profession and the hospitals 
need to be shocked into constructive action. Many 
of us have been too complacent and too well satis- 
fied with the status quo. As stated earlier, unless 
all of us set our houses in order and do it soon, 
some outside force will come in and do it. 





Peter Bent Brigham Hospital Celebrates 
Its Silver Anniversary 

Peter Bent Brigham Hospital celebrated its 
twenty-fifth anniversary on May 7. It was estab- 
lished in 1902 “for the indigent sick of Suffolk 
County.” For years it has been the teaching hos- 
pital of the Harvard University School of Medi- 
cine. Dr. Henry A. Christian has been its Physi- 
cian-in-Chief from the day the first patient was 
admitted. For almost twenty years, Dr. Joseph 
B. Howland has been its administrator. 

More than one thousand graduates and friends 
of the hospital gathered to celebrate the anniver- 
sary. In reviewing the accomplishments of the 
hospital, Dr. Christian recalled that it was the 
first institution to use the electrocardiograph and 
that in this hospital Walker began his notable 
work in asthma and hay fever; Boothby com- 
menced his clinical study of metabolism; Minot 
and Murphy discovered the liver treatment of per- 
nicious anemia, and Cushing invented the electric 
knife and worked his wonders in brain surgery. 

Peter Bent Brigham Hospital affords one of our 
finest examples of hospital institutions, where 
men and women grow old in their administrative 
and professional services; where teaching and re- 
search, and medical discoveries dignify a weil- 
ordered and conservative progress. It has estab- 
lished its place by the service it has rendered for 
the welfare of the people of its city and state, 
and by its sound development of administrative 
and professional policies. It will be the fine in- 
stitution that it now is for many generations, and 
it will endure to celebrate many more quarter cen- 
turies of service to the sick. 
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City Hospital, Cleveland, Dedicates Its 
Medical Library 

Recently a Medical Library was dedicated at 
City Hospital, Cleveland, Ohio, to be known as 
The Harold H. Brittingham Memorial Library, 
in honor of Dr. Brittingham, a prominent mem- 
ber of the Department of Medicine, who died 
in 1937. 


Friends of Dr. Brittingham donated a fund of 
ten thousand dollars to a specially created Cor- 
poration, for the purpose of establishing and op- 
erating this library, in the administration 
building. 


At the present time the library contains over 
one-thousand volumes of bound medical journals; 
and fifty current journals are available for the 
professional staff. 





Frank Van Dyk Is Making a Study of English 
Hospital Contributory Schemes 

Frank Van Dyk, executive director of Associ- 
ated Hospital Service of New York and chairman 
of the Advisory Group to the Committee on Hos- 
pital Service, is visiting in England at present, 
where he is making a study of the English hospi- 
tals contributory schemes. While he is in London, 
the week of May 30, he will be guest of honor and 
speaker at a banquet given by the Incorporated 
Association of Hospital Officers to whom he will 
carry official greetings from the Committee on 
Hospital Service of the American Hospital Asso- 
ciation and the forty approved plans of hospital 
care insurance. 
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Flower Arrangements in Greenwich Hospital 


LUCILLE C. MONCRIEFF 


pital was installed in March, 1938, as a feature 

of hospital service. A Flower Arrangement 
Committee was formed to take charge of the 
work of carrying on this new interest on the part 
of the hospital authorities and those working in 
conjunction with them. 


F sists arrangement in the Greenwich Hos- 


In order to make the supply of flowers equal to 
the demand, an understanding of floral arrange- 
ments is necessary. By a plentiful use of greens 
sufficiently attractive combinations can be easily 
made for the established locations as well as spe- 
cial bouquets when appealing situations occur. The 
Committee must make certain that all wilted 
flowers are removed and that a complete change 
in floral effect is produced each day to give variety. 
Special interest must be directed in the wards in 
an effort to provide bouquets in the listed (speci- 
fied) locations as well as the lonely individual 
bedside. 


With two series of three lectures each on plant, 
line and color, the Flower Arrangement Commit- 
tee should provide a course on floral decorations 
for undergraduate nurses, and to all members of 
the Committee. The lectures should be demon- 
strated with a variety of seasonable plants and 
flowers with a selection of the hospital vases, 
showing just how to go about arranging flowers 
in patients’ rooms, so that there is harmony 
through line and color with the vase. It has been 
recorded that colors have more value in their 
beneficial effect on the invalid and convalescent 
than ever before realized. 


Many times florists of the community will be 
only too glad to take a special day of each week 
for sending a supply of flowers which might be 
just under the standard for selling. Possibly, 
garden clubs or other groups might be respon- 
sible for a day. It can be arranged so that every 
day is filled, thereby bringing more interest from 
the community by adding their personal touch to 
the hospital. 


The storage of vases may demand a special room 
where care is given to keeping them clean and 
placed in order, according to their size and type. 
The stock can be kept up through a drive each 
spring in house cleaning time for cast off vases or 
purchasing carefully selected vases at sales. 


The Chairman should make her rounds once a 
week, perhaps varying the day from week to 
week. She should have personal contact with the 
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superintendent of the hospital and become ac- 
quainted with the heads of the different depart- 
ments, and cooperate with these authorities. A 
Committee member must report to the floor nurse 
before she enters the various wards to place the 
bouquets. Sometimes, however, it is advisable 
for the head nurse to carry them to certain pa- 
tients in the wards. 


Monthly records for reports of each day’s ar- 
rangements should be kept on a chart as well as 
all activities of the committee and handed at the 
close of each month to the head nurse to be kept 
on file. Total hours spent, as well as individual 
time, should be recorded. 


The Committee meets every six weeks to make 
assignments of work and plan the various proj- 
ects to keep up the necessary equipment. This 
relieves the hospital of this responsibility. Other 
chairmanships will be formed for special duties 
and occasions throughout the year. It is neces- 
sary for various and obvious reasons for the Com- 
mittee to wear smocks of a fitting color; individ- 
ual, however, for that group. 


A hospital fortunate enough to have a success- 
ful Flower Arrangement Committee, can have its 
reception room create a friendly atmosphere and 
bring to the patients the joy and interest that 
flowers and the ever-changing bouquets impart. 
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Cooperative Action in the Hospital Field 


JOHN R. MANNIX 


is probably greater today than at any previ- 


Te: NEED for cooperative action in all fields 
ous time, due to a number of conditions. 


First, life is more complex than at any other 
time in history, and it is not possible in our mod- 
ern civilization for individuals or individual insti- 
tutions to solve all of their own problems. 


Second, government participation in practically 
every human activity makes it advisable for 
groups with a common interest to organize so 
that they may present a united front in dealing 
with government agencies. 


Third, in view of the fact that so many groups 
having common interests are organized. and are 
in a position to protect their own interests, it be- 
comes necessary for all other groups to organize 
if they are not to be handicapped through failure 
to present a united front. 


The Hospital Field 


Organized cooperative effort in the hospital field 
dates back nearly forty years, and we have in the 
hospital field today local, district, state, regional, 
national, and international hospital associations. 


The first of these associations was the Associa- 
tion of Hospital Superintendents, which was or- 
ganized by eight prominent hospital administra- 
tors in 1899. This organization was later to 
become the American Hospital Association. Its 
object, as stated at that time, was “Meeting to- 
gether at stated times of those in immediate 
charge of hospitals for the interchange of ideas, 
comparing and contrasting methods of manage- 
ment, discussion of hospital economics and inspec- 
tion of hospitals, suggestions of better plans of 
operating them, and such other matters as may 
affect the general membership.” 


The work of the American Hospital Associa- 
tion is confined to problems which are national in 
scope and which are common to all hospitals. That 
this organization has filled a definite need is evi- 
denced by the fact that it has grown from a mem- 
bership of nine individuals in 1899 to a member- 
ship of 2082 institutional members and 2283 
personal members in 1938. 


A number of changes were made in the organi- 
zation during the last year and already there is 
evidence that the effectiveness of the association 
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has been increased by the changes which were 
made. These changes include increasing the size 
of the Board of Trustees from 9 to 12 members 
in order that all sections of the United States and 
Canada may be represented on the board. The 
trustees will continue to act as the executive body 
of the association. Provision has been made for 
a House of Delegates, with representatives from 
every state, province, and territory of the United 
States and Canada. This body will be the govern- 
mental or legislative body of the association. 


Changes also were made in the membership 
structure and dues, which should result in increas- 
ing the number of members and the income from 
membership fees. The increased income will per- 
mit the association to proceed with many activi- 
ties which could not be undertaken previously be- 
cause of lack of funds. 


The new plan of organization provides for six 
councils. These councils will be the study and 
work committees of the association and all com- 
mittee activities will clear through one of these 
councils. The Council on Administrative Practice 
will concern itself with the administrative and 
economic problems of hospitals. The Council on 
Professional Practice will concern itself with the 
professional problems of hospitals. The Council 
on Hospital Planning and Service will concern 
itself with hospital planning, construction, equip- 
ment, plant operation, and maintenance. The 
Council on Public Relations will concern itself 
with the relationship of hospitals to the public. 
The Council on Government Relations will concern 
itself with the relationship of hospitals to gov- 
ernment. The Council on Association Develop- 
ment will concern itself with problems of hospital 
associations as such, or, in a broader sense, with 
cooperative action in the hospital field. 


It is hoped that state and provincial associa- 
tions will develop corresponding councils, so that 
there may be cooperation between the councils of 
sectional associations and the councils of the na- 
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tional association. Such cooperation would be 
mutually advantageous and, from the standpoint 
of the national association, would tend to make 
the work of its councils much more effective. 
Among the problems which these councils are 
working on at the present time are the following: 
Personnel Relations, Accounting and Statistics, 
Purchasing, Hespital Care Insurance, National 
Hospital Day, an exhibit at the New York 
World’s Fair, adequate reimbursement for the 
care of public charges, reimbursement to hospi- 
tals for out-patient as well as in-patient service 
by public agencies, Hospital Councils, the Rela- 
tionship between Anesthetists and Hospitals, a 
Manual on the Care of Tuberculosis in a General 
Hospital, a Model Hospital Licensing Law, a Sur- 
vey of State Legislation Affecting Hospitals, Reg- 
ular Publication of a Legislative Reference Bul- 
letin, Workmen’s Compensation Insurance, a 
Model Hospital Lien Law, Standardization and 
Simplification of Supplies, and Air Conditioning. 
The committees which are at work on these prob- 
lems will be ready to report at the annual meeting 
at Dallas next September, and their recommenda- 
tions should be of great value to the field. 


The six councils of the association are all alert 
to the problems of the field and it is their job, 
through their committees, to continue to study 
new types of organization and management, and 
new methods of procedure to the end that Ameri- 
can hospitals shall continue to remain among the 
foremost on earth. 


In addition to contributions made by the Ameri- 
can Hospital Association through its councils and 
committees, the association is also contributing to 
the development of hospital practice through the 
operation of a Hospital Library and Service Bu- 
reau, the publication of the official magazine, 
HOSPITALS, and conducting the Annual Conven- 
tion and Exhibit. These three services are of the 
greatest importance in keeping hospital executives 
informed of hospital progress and association ac- 
tivities. 

Regional Associations 


All of the problems with which hospitals find 
themselves confronted are not national in scope. 
In the East, where many hospitals are well en- 
dowed, problems are different than in the West, 
where few hospitals have large endowments. The 
problems in the South are different than those of 
the industrial areas of the Northeast and the rural 
areas of the Midwest. It is interesting, therefore, 
to watch the development of regional hospital as- 
sociations throughout the United States. At the 
present time there are six such associations. 
There is the New England Hospital Association, 
which serves the six New England states; the 
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Carolinas - Virginia Hospital Conference; the 
Southeastern Hospital Conference, serving six 
states of the Southeast; the Tri-State Hospital 
Assembly, serving Illinois, Indiana and Wisconsin; 
the Mid-West group, serving Missouri, Kansas, 
Colorado, Arkansas and Oklahoma, and the Asso- 
ciation of Western Hospitals, serving ten western 
states. These six associations are now serving 33 
states and it is reasonable to expect the develop- 
ment of several additional associations of this 
type. 


There are many advantages in having associa- 
tions organized to cover definite geographical re- 
gions. Many hospitals, particularly the smaller 
institutions, find it too expensive to send their 
executives to national association meetings, which 
necessarily are generally held some distance away. 
The regional association serves a definite need for 
the executives of these institutions. 


There is also the consideration that many states 
do not have a sufficient number of hospitals to de- 
velop a really worthwhile meeting but, by combin- 
ing with adjoining states, they are able to develop 
an outstanding annual hospital conference. 


A third consideration is that the commercial 
exhibit is an outstanding feature of our hospital 
meetings. It would be unfair to ask exhibitors to 
show at all state and provincial meetings in addi- 
tion to exhibiting at the annual meeting of the 
American Hospital Association. However, many 
exhibitors find it worthwhile to exhibit at the re- 
gional hospital assemblies. 


A fourth consideration is that when a number 
of state groups are brought into a working rela- 
tionship through regional assemblies, the various 
state groups mutually benefit by the experience of 
hospitals in other states. A regional hospital as- 
sociation, however, should consider as one of its 
primary responsibilities the development of strong 
state associations in its area. 


State Hospital Associations 


The United States consists of 48 separate com- 
monwealths; similarly, the Dominion of Canada 
consists of 9 provinces, and each state or province 
has its own laws and procedures. It is advisable, 
therefore, that hospitals be organized along state 
and provincial lines so that they may be in a po- 
sition to protect their interests from a legal stand- 
point. This being true, it behooves hospital ex- 
ecutives to join in the formation of strong state 
and provincial hospital associations. 


The first state hospital association was formed 
in 1915. Since that time, 40 states and provinces 
have organized state and provincial hospital asso- 
ciations. The increase in the number of these 
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associations and their activities has been particu- 


larly noticeable during the last ten years. One of - 


the reasons for this is that during the last few 
years hospitals have found themselves more and 
more dependent upon government payment for the 
care of the sick, because income from other 
sources, such as earnings from endowments, vol- 
untary contributions, and earnings from pay pa- 
tient service have decreased. They have found, 
also, that they could not secure governmental aid 
as individual institutions, but, if such assistance 
were to be forthcoming, they would have to or- 
ganize and present their needs as groups. 


Other legal matters which have tended to en- 
courage the development of strong state and pro- 
vincial associations are minimum wage laws, 
maximum hour laws, sales tax legislation, hospi- 
tal lien laws, motor vehicle accident laws, and 
many other types of similar legislation. 


While legislative problems should be of primary 
concern to state associations, these associations 
are in the same position as national and regional 
associations to benefit their members along other 
lines. The North Carolina and Alabama Associa- 
tions have developed state-wide hospital insurance 
plans. The Pennsylvania Association has devel- 
oped an excellent public relations program. Other 
state associations have made outstanding contri- 
butions to improvement in hospital practice. 


District Hospital Conferences 


During the past five years we have seen the 
development of district hospital conferences. 
These conferences serve areas of more than one 
community, but smaller than that of a state or 
province. Hospital conferences have been organ- 
ized in eight states. New York has 7 such con- 
ferences, Pennsylvania 5, Ohio 4, Indiana 4, IIli- 
nois 4, Iowa 4, Kansas 9, Texas 5. There are, 
therefore, a total of 42 conferences at the present 
time. Five other states are considering the de- 
velopment of such conferences. 


State hospital associations, as well as the Amer- 
ican Hospital Association, are too far removed 
from the individual hospital to be of service in 
solving the great majority of every-day problems 
that confront the individual hospital. While the 
fundamentals of hospitalization are the same 
throughout the country, the immediate needs of 
individual hospitals differ widely. The develop- 
ment of district conferences is, therefore, serving 
a real need. 


Most of the existing conferences are holding 
meetings quarterly and, while this development 
is still in its infancy, it is probable that the de- 
velopment will continue and that, in the future, 
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these conferences will become one of the most im- 
portant mediums of organized effort in the hos- 
pital field. These conferences should be able to 
extend to hospitals in their areas the same type 
of benefits which now are derived by hospitals 
from local hospital councils in some of our large 
cities. 


Local Hospital Councils 


The hospital association which is probably in 
the position to be of greatest benefit to hospitals 
is the local hospital association or council. At the 
present time most hospital executives attend the 
state, regional, or national meeting once a year 
and during the interim between meetings give 
little consideration to the activities of these asso- 
ciations. It is probable that this is the principal 
reason that state, regional, and national associa- 
tions have found it difficult to secure financial 
support from hospitals. Many hospital executives 
are not aware of the advantages that other hos- 
pitals derive as a result of hospital association 
projects. This situation would change if there 
existed local hospital councils where individual 
executives could participate regularly in the dis- 
cussion of hospital problems as they affect a par- 
ticular community. 


Among the projects which it is possible for a 
local hospital council to consider are the following: 
Central purchasing service; central collection of 
patients’ accounts; central investigation of appli- 
cants for free service; allocation of Community 
Chest subsidy between hospitals; adoption of uni- 
form visiting hours; adoption of uniform salary, 
vacation and sick leave schedules; adoption of 
uniform rates and charges for patients service; 
uniform accounting; financing of patients’ ac- 
counts; control of expense by development of uni- 
form procedures; coordinating work of hospitals 
with social and health agencies; and uniform pro- 
cedure in handling of information to newspapers. 


While it is true that local hospital associations 
are rendering an invaluable service to member 
hospitals, I am convinced that these associations 
have just started to scratch the surface in the 
way of results which can be obtained through 
organized cooperative effort and community plan- 
ning. 


International Hospital Association 


While the American Hospital Association was 
organized in 1899, the first state hospital associa- 
tion in 1915, and the first local hospital council in 
the same year, it was not until 1929 that the In- 
ternational Hospital Association was founded. 
This association has been meeting biennially and 
will hold its sixth meeting and tenth anniversary 
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in Toronto in 1939. It was extremely pleasant to 
hear that our own Dr. Malcolm T. MacEachern 
Las been elected president of this association. 
This association has already made some worth- 
while contributions to the development of hospital 
practice, and is due to become a potent force in 
the hospital field. 


Summary 


I have tried to review the extent of organized 
cooperative effort in the hospital field as carried 
on by international, national, regional, state, dis- 
trict, and local hospital associations. If there is 
any field of human endeavor which should be able 
to develop cooperative effort to the greatest de- 
gree, it is the health field, of which hospitals are 
a part—yet there has been too little cooperation 
in this field and, at times, there has been some 
evidence of competition. Competition can be elim- 
nated and cooperation best developed through the 
medium of organized associations of hospitals, 
with hospital executives sitting around the table 
discussing their mutual problems and considering 
possible solutions. 


There has been little real community planning 
in the hospital field. The number of hospitals and 
the number of hospital beds has been increasing 
rapidly during the past fifty years. The rate of 


increase as regards the number of beds has con- 
tinued even during the period of economic depres- 
sion. However, this growth has been for the 
most part an unplanned growth. Hospitals have 
continued to expand with little consideration of 
the community needs. There also has been a 
marked tendency for all general hospitals to de- 
velop along similar lines without regard to the 
particular needs of the area which they serve. If 
the hospital needs of a community are to be ade- 
quately and economically met, there will have to 
be careful and efficient planning on the part of 
the individuals acquainted with the problems in- 
volved. Such planning can be developed most 
effectively through hospital associations. 


Hospitalization, along with every other activ- 
ity, becomes more complex each day and as this 
complexity increases, it becomes more and more 
difficult for an individual institution to solve its 
own problems. This being true, the wise admin- 
istrator will join his colleagues in the considera- 
tion of their mutual problems. Cooperative effort 
should not be at the expense of sacrificing indi- 
viduality, but rather should tend to preserve and 
extend this individuality. Such effort should al- 
ways be directed toward meeting the hospital 
needs of the public adequately, efficiently, and 
economically. 
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GIFT TAX RATES UNDER 1932 ACT, AS AMENDED AFTER APPLICATION OF EXEMPTIONS' 





Rate of Tax Rate of Tax 

-——— Novant ——" tax on total ——~— Net gts ————> tax on total 

From To on block net gifts From To on block net gifts 
PC re $ 10,000 1%% $ 150 $ 2,000,000 $ 2,500,000 2842 % $ 560,700 
$ 10,000 20,000 3% 450 2,500,000 3,000,000 30% % 714,450 
20,000 30,000 41%%_% 900 3,000,000 3,500,000 33% 879,450 
30,000 40,000 6 % 1,500 3,500,000 4,000,000 35% % 1,055,700 
40,000 50,000 72% 2,250 4,000,000 4,500,000 37% % 1,243,200 
50,000 70,000 9 % 4,050 4,500,000 5,000,000 39% % 1,441,950 
70,000 100,000 10%% 7,200 5,000,000 6,000,000 42 % 1,861,950 
100,000 200,000 12% % 19,950 6,000,000 7,000,000 44% % 2,304,450 
200,000 400,000 15 % 49,950 7,000,000 8,000,000 45% % 2,761,950 
400,000 600,000 17% % 84,450 8,000,000 9,000,000 47% % 3,234,450 
600,000 800,000 19%% 123,450 9,000,000 10,000,000 4834 % 3,721,950 
800,000 1,000,000 21% % 166,950 10,000,000 20,000,000 50% % 8,746,950 
1,000,000 1,500,000 24 % 286,950 20,000,000 50,000,000 51% % 24,271,950 
1,500,000 2,000,000 26% % 418,200 SOOUO0CG. = eeawedat GS2%% -  -—s eek hase 
cia deduction of the specific exemption of $40,000. These rates apply to gifts made after December 31, 1935. The rates are 


unchanged under the 1938 Act. 
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Hospitals and Corporate Medicine 


A hospital is an institution for the care of the 
sick and injured in which the specialized skills of 
the medical profession, the attendance of well- 
trained nurses and hospital personnel, and the 
proper equipment for the diagnosis and treatment 
of disease have been wisely coordinated in service 
to the patient. 


This is the concept the public, the patient, and 
the medical profession have of the hospital. Its 
service to the patient must be a complete service. 
It must provide facilities for diagnoses and treat- 
ment and the professional skill to properly use 
them, that the patient may be restored to health 
as speedily as possible. It can omit or deny noth- 
ing in professional service, laboratory investiga- 
tion, or diagnostic and therapeutic equipment that 
in their coordinated service provides the neces- 
sary care for the patient. 


Hospitals do not and have not at any time in 
their history engaged in the corporate practice of 
medicine. The laws regulating the practice of 
medicine by corporations do not apply and were 
never intended to apply to hospitals. Workmen’s 
compensation laws define the hospital services to 
which the ill or injured patient coming within 
their provisions is entitled. The arrangements 
which the Federal government makes for the care 
of disabled seamen, or other employees for whose 
hospitalization it is responsible, incorporate simi- 
lar provisions. 


The decisions of the courts, federal and state, 
in the large majority hold the hospital responsi- 
ble where it fails to provide adequate services, 
and the health or life of the patient is prejudiced 
because of such failure. 


The medical profession, particularly the hos- 
pital staffs, would be the first and loudest in their 
condemnation of the hospital if it failed to provide 
the essentials of laboratory service, diagnostic and 
therapeutic facilities, and nursing care for the 
patients they attended. They want these services 
and these facilities intelligently coordinated and 
readily available for their own and their patient’s 
use. 


The hospital must do its whole job if the patient 
is to receive the benefit of decent, honest, accepta- 
ble hospital and medical care. It cannot fail in a 
single responsibility to the patient. It must pro- 
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vide and operate the clinical and x-ray labora- 
tories, operating room and all ancillary services 
for every class of patient, it must provide service 
for the sick of every economic bracket, intelli- 
gently, adequately, and in the best interests of the 
public welfare. In doing this, the hospital in no 
conceivable manner is engaged in the corporate 
practice of medicine. 


a 


The First Hospital Consultant 
JOHN SHAW BILLINGS, 1838-1913 


April twelfth marked the centenary of the birth 
of the first hospital consultant, Dr. John Shaw 
Billings. Dr. Billings was a man of marked abil- 
ity in many fields of éndeavor. He was a distin- 
guished officer of the Medical Corps of the United 
States Army, the greatest medical historian of 
his era, and one of the world’s greatest librarians. 
The development of the Army Medical Library 
and Museum, the world’s largest and most com- 
plete medical library, was the result of his efforts 
and genius. He created the Index Catalogue of 
the Surgeon General’s Library, often described as 
“America’s greatest gift to Medicine.” 


John Shaw Billings is best known to the hos- 
pital world as the designer of Johns Hopkins 
Hospital. In 1876 the Trustees of the Johns Hop- 
kins Fund selected him from a number of com- 
petitors to submit plans for the proposed Johns 
Hopkins Hospital. He was entrusted not only 
with the developing of the plans for the buildings, 
but for the selection and organization of the per- 
sonnel. Revolutionary as his plans and ideas were 
at that time, they have stood the test of time and 
proved their soundness by the developments that 
followed. In his report to the Johns Hopkins 
Hospital Fund, Dr. Billings outlined the princi- 
ples of administrative organization which are still 
in effect in that organization, and have been 
largely adopted by the better hospitals since that 
time. In the same report he outlined the princi- 
ples which have since become the cornerstone of 
the relation cf the hospital to medical education. 


His method of procedure in planning the hos- 
pital was one which could well be emulated today. 
He began with a thorough evaluation of all the 
needs which the hospital would be called upon to 
meet, and the physical conditions under which it 
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must operate. A true example of what might be 
called synthetic planning. The proof of his sound- 
ness is in the fact that in its fifty years the hos- 
pital has not’found it necessary to depart from 
his original plans of general layout and orienta- 
tion, except to the extent made obligatory by its 
increased size and by the advances in structural 
and mechanical processes. 


John Shaw Billings was of good heredity, but 
so poor in world’s goods he had great difficulty in 
financing his preliminary course at Miami Uni- 
versity, and his succeeding two years, then the 
standard medical course, at Ohio University. 
After he was graduated he served an internship 
at some obscure hospital, a service almost unheard 
of at that time. Twenty-three years old at the out- 
break of the Civil War, he was early commis- 
sioned in the army and rendered distinguished 
service during the war. Remaining in the Army 
medical service, his first great accomplishment 
was the production of the monumental “Medical 
and Surgical History of the War of the Rebellion.” 
Later he developed the Army Medical Library, the 
Army Medical Museum, and the Index Catalogue. 
Any one of these great tasks merits greater rec- 
ognition than Dr. Billings has ever received. 


After his epoch-making task in designing and 
supervising the construction of Johns Hopkins 
Hospital, and his advisory service in the organ- 
ization of the staff and choice of the original staff 
members, he designed Peter Bent Brigham and 
other hospitals. 


Retiring from the Army in 1896, after thirty- 
four years of research, he hoped to spend the re- 
mainder of his life in research and teaching. But 
he was soon called to New York to organize its 
Public Library, and the fame of that institution 
still stands as a monument to the wisdom and 
soundness of his organizing ability. 


Despite his many public activities, Dr. Billings 
found time to write what Garrison describes as 
“the most critical account of American medical 
literature, and the best history of surgery that 
has been published in English.” He was a man 
of outstanding ability, who did a giant’s work for 
the advancement of American hospitals and 
American medicine. 


Establishing Hospital Standards 
by Legislation 


There is a growing demand upon the part of 
the public, and to a somewhat lesser degree upon 
the part of the medical profession and hospital 


66 


administrators in several states, that the legisla- 
tures of the states enact legislation establishing 


. the requirements the hospitals must meet as in- 


stitutions for the care of the sick. 


The Sanitary Code of all of our cities, and many 
of our states, incorporate some of the provisions 
of hospital standardization, but this part of the 
Code is seldom invoked. The result is that in 
cities as well as in rural areas many small institu- 
tions, which in no way meet the reasonable stand- 
ards to which hospitals should either voluntarily 
or otherwise subscribe, are permitted to operate. 
These institutions are little better than boarding 
houses for the sick, they are not adequately 
equipped either for the diagnosis or treatment of 
disease, and the patients they admit are not given 
even acceptable care. They are frequently un- 
ethical in their practices, and are operated for 
revenue only. Their continued operation is 
prejudicial to the interest of the patient and the 
public. 


The increased use of tax funds, either by di- 
rect appropriation, or apportionment of per diem 
costs for care of the indigent in hospitals, gives 
the government a material interest in the profes- 
sional and administrative standards which the 
beneficiary hospitals maintain. This not only ap- 
plies to hospitals for the sick and crippled chil- 
dren, for maternity care, and other specialized 
institutions which receive government funds, but 
to general hospitals as well. 


There seems to be a reasonable basis for leg- 
islation on hospital standards. Some of the states 
have already enacted laws outlining hospital es- 
sentials, and other states will be asked to take 
legislative action. 


The state hospital association should study the 
desirability of this legislation from every stand- 
point; from the causes which suggest it, to the 
effect such laws would have on the individual hos- 
pitals ethically conducted, and to the hospital field 
at large. If present trends continue, the time will 
be short indeed until the hospitals will be licensed 
under state laws. 


If state laws governing the licensing or stand- 
ardization of hospitals are to be enacted, the leg- 
islation should be sponsored by the state hospital 
organizations. The drafts should be prepared by 
the group that by reason of experience in hospital 
operation and organization is best fitted to do this 
important work. The public would naturally ex- 
pect this. If the hospital organization fails to 
assume this responsibility, the public will under- 
take the task, with the probable result that any 
legislation enacted will be unsatisfactory, not only 
to the hospitals but to the public as well. 
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The Dallas Convention 


When plans are under consideration for at- 
tending a convention, not the least important 
factor by any means is the locality of the meet- 
ing, particularly when one has to combine vaca- 
tion and meeting as one, and so it would seem 
proper at this time to comment editorially on 
Dallas, host city to the Fortieth Annual Conven- 
tion of the American Hospital Association during 
the week of September 26. 


Dallas, situated in the northeastern quadrant 
of Texas, has a population of nearly three hun- 
dred thousand people noted for their hospitality. 
The city itself is beautifully planned, the tall 
buildings constituting its downtown section pre- 
sent a most imposing skyline. In 1936 Texas 
celebrated its Centennial, and the exposition 
marking the celebration was held at Dallas, for 
which a large group of modern buildings were 
erected. It is in one of these huge buildings that 
the Convention will be held. The building lends 
itself particularly well to our purpose and con- 
tains four meeting halls, each capable of accom- 
modating a thousand people. The main floor, some 
four hundred and fifty feet long, will contain the 
commercial and educational exhibits. This build- 
ing is laid in a delightfully planned park so land- 
scaped as to be centered around a lagoon flanked 
with shaded pathways. 


It will be unnecessary for delegates to leave 
the convention area throughout the day unless 
they so desire. Immediately across from the Con- 
vention Hall and overlooking an impressive court- 
yard excellent restaurant facilities are provided. 
The whole atmosphere is one of restfulness and 
beauty, and in this environment may be had re- 
laxation from the busy sessions. 


A careful survey of general climatic conditions 
during the week of September 26, taken over a 
period of more than twenty years, would indicate 
that the weather will be all that is to be desired; 
a minimum of rain, warm, but not excessively 
hot, days with cool evenings. 


Besides the regular program of the Conven- 
tion, definite attention has been given to the social 
aspects. Arrangements are under way to see that 
visitors are shown the beauty spots of the city, 
and of particular interest to many will be a 
southern barbecue to be held on Wednesday 
evening. 


The hotel accommodations of Dallas are of the 
highest standard, and with every effort being 
made to make the delegates feel at home they may 
look forward to their week at the convention being 
most pleasant and profitable. Transportation 
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service into Dallas is excellent whether one travels 
by train, plane, or automobile. Those who plan to 
travel by automobile will find that Dallas is fed 
by eight paved and designated highways leading 
in from all directions. 


The program for the Fortieth Annual Conven- 
tion is now well consolidated and it will offer 
trustees, administrators, department heads, and 
allied hospital workers the utmost in practical and 
inspirational aid in meeting the current problems 
of the hospital field. 


———— 


Dr. S. S. Goldwater to Retire 


Dr. S. S. Goldwater, Commissioner of Hospitals 
of New York City, has announced his wish to re- 
tire as soon as Mayor LaGuardia selects his suc- 
cessor. The Mayor has announced that there will 
be no changes for the next few months. 


Dr. Goldwater, an international authority on 
hospital construction and operation, and a hos- 
pital consultant of world-wide reputation, has 
been Commissioner of Hospitals, New York City, 
since 1934. The total of his accomplishments in 
reorganizing and directing the municipal hospitals 
of New York has been an outstanding achieve- 
ment. During his administration a building and 
rehabilitation program, involving the expenditure 
of upwards of twenty millions of dollars, has been 
inaugurated and conducted to the stage of com- 
pletion. New York City hospitals are models of 
good organization and capable management. 


Dr. Goldwater states that he had been “for 
some time eager to regain his personal freedom.” 
He has remained thus long in the service of the 
city, out of his devotion and loyalty to the Mayor 
and the policies of his administration. 


Dr. Goldwater was superintendent of Mount 
Sinai Hospital from 1903 to 1916. He was the 
municipal expert in hospital construction and ad- 
ministration in 1908; President of the American 
Hospital Association in 1908; Commissioner of 
Health in New York City from 1914 to 1918; 
Medical Counselor of the U. S. Veterans Bureau 
in 1924, and President of the American Confer- 
ence on Hospital Service from 1924 to 1926. 


He is the finest type of an official in public serv- 
ice—able, courageous, and wise in the tenets and 
traditions of his office, constructive and sympa- 
thetic in the discharge of his official duties. Hon- 
est and fair in his relationships with his asso- 
ciates and the employees of his department, he 
exemplifies in all of his official and personal re- 
lationships the highest ideals of unselfish devotion 
to the public welfare. 
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Delivery Room Safeguards 


M. EDWARD DAVIS, MD. 


one must take cognizance of the fact that in- 

fection still represents the greatest menace to 
the childbearing woman. This potential danger 
exists both in the home and in the hospital but 
is greatest in the delivery room. In the small 
general hospital delivering but a few cases a year 
there is the greatest danger, for it must neces- 
sarily admit within its portals all the sick and 
diseased of its entire community. Thus, the in- 
ability to provide suitable architectural and per- 
sonnel isolation for the lying-in patient adds 
materially to the danger of infection. The actual 
time of delivery represents the most likely period 
during which infection may be introduced into 
the reproductive tract, so that unusual precau- 
tions must be taken to provide the parturient with 
all possible safeguards. 


[: considering the problem of the delivery room, 


The Delivery Room 


The location, equipment, and personnel of the 
delivery room should be given the same thought 
and consideration as the general surgical operat- 
ing room. In the past, too often, the obstetrical 
unit has been provided with whatever facilities 
remained after all the other specialties were con- 
sidered. The delivery room should be located 
as far as possible from likely sources of infec- 
tion. These include the laboratories, the chil- 
dren’s wards, and the rooms devoted to the care 
of infected surgical and medical cases. If at all 
possible, this room should be a part of the wing 
of the hospital in which obstetrical patients are 
housed. If the institution is sufficiently large to 
devote a part of its facilities to a maternity ward, 
this section should be separated by architectural 
barriers. In any event, the delivery room should 
not be on the thoroughfare connecting the various 
parts of the hospital along which infection may be 
carried. 


In addition to being sufficiently isolated from 
sources of infection, the delivery room should be 
located close to the hospital rooms devoted to 
maternity patients. It is easier to maintain a 
careful and strict technic if the maternity patient 
does not have to be transported over long dis- 
tances. The room should have a good exposure 
in order to provide sufficient daylight for opera- 
tive procedures, as well as to provide sunshine 


Presented at the Hospital Conference of the Tri-State Hos- 


pital Assembly, Chicago, May 5, 1938. 
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and good ventilation. These are important fac- 
tors in the prevention of infection. The room 
should be large enough to provide adequate space 
for the several attendants who conduct the labors. 
Crowded quarters are conducive to poor technic 
and increase the hazards of infection. 


The equipment of the delivery room should 
be ample for the needs of the obstetric patient. 
It is usually necessary to have a delivery table 
which can be divided and part be used for oper- 
ative procedures. <A good source of artificial 
light is absolutely necessary. One should select 
furniture which is easy to care for and to keep 
clean. Fancy gadgets seldom make the work 
easier and too often act as dust-gathering ob- 
jects. The room should likewise have sufficient 
equipment for the administration of fluids and 
blood transfusions. These emergency meas- 
ures are resorted to so often in complicated ob- 
stetrical procedures that their application should 
be made as simple and as expedient as possible. 
The hospital should have some of its personnel 
available as emergency donors. This plan usually 
provides one of the best safeguards against seri- 
ous accidents resulting from hemorrhage in preg- 
nancy and labor. 


Care of the New-Born 


The care of the new-born is an important and 
integral part of the delivery. A careful technic 
must be developed for the reception of the baby 
at delivery, its identification, care of the cord, 
and prophylaxis of the eyes. Cord infections, 
although extremely uncommon, usually have seri- 
ous results. The technic for tying the cord should 
be simple and provide certain hemostasis. The 
delivery room should have suitable facilities for 
the resuscitation of asphyxiated babies. It has 
been our experience that three cardinal principles 
must be followed for successful resuscitation. 
Means should be provided to keep the baby warm 
artificially, to clear out the mucus from the air 
passages without trauma, and to provide a sim- 
ple means for artificial respiration. The proper 
application of the tracheal catheter will usually 


HOSPITALS 
























aS 
















SP AeA RR SANSONE era 






















care for the last two. It cannot be overempha- 
sized that in the cleansing of the baby gentleness 
must always be practiced, for tiny abrasions can 
result in impetigo or pemphigus. 


Importance of Well-Selected Personnel 


The personnel of the delivery room is probably 
the most important factor in making it a safe 
place for the care of mothers. In the small in- 
stitution it is better to relegate the entire care 
of the parturient woman to one or more individ- 
uals who have few or no other responsibilities. 
The nurse in charge should have had some ob- 
stetrical training in an institution that has a 
reputation for good work in this field. If possible, 
this individual should have no duties outside the 
delivery room except perhaps the care of the 
delivered women. It becomes more difficult for 
her to maintain adequate safeguards if she has to 
care for patients other than childbearing women. 
The entire personnel who devote their time to the 
delivery room and to the care of mothers should 
have little to do with other parts of the hospital. 
All persons entering the delivery room should 
wear caps, masks, and gowns. If they have any 
duties in the delivery room, they should scrub 
their hands thoroughly. All visitors should be 
barred. Furthermore, any individual who has 
a “cold” or other evidence of infection should also 
be prohibited from entering the delivery room. 
Eternal vigilance is the price one has to pay for 
security in childbirth. 


Care of Infected Cases 


Provisions should be made in some other part 
of the hospital for the delivery of women who are 





obviously infected, women who have been ex- 
posed to infection, or any other suspicious cases. It 
is far easier to keep the delivery room clean than 
to clean it after the delivery of an infected pa- 
tient. If an infected patient has been delivered 
in the room, it should be thoroughly cleaned and, 
if possible, aired out for several days before an- 
other patient is delivered. It would be well to 
provide some facilities for the postpartum care 
of patients who develop infection. If possible, 
these women should not be housed in the same 
part of the building devoted to the care of normal 
mothers and babies. 


In most of the small institutions it is the prac- 
tice to perform cesarean sections in the general 
operating room. In spite of the best technic, the 
strictest safeguards, and the best of intentions 
on the part of the personnel, cesarean sections 
can become infected. The facilities of the general 
operating room are used for the care of all types 
of cases. An operation on a patient with a gen- 
eral peritonitis, an osteomyelitis or a suppura- 
tive appendix may precede the performance of 
an elective cesarean section. The hazards to the 
mother must necessarily be increased. It would 
be far better to perform cesarean sections in the 
delivery room with less available facilities. The 
increased safety of the clean environment would 
more than make up for the lack of ideal facilities. 


The problems of the small hospital, the mater- 
nity in the general hospital, and the isolated ma- 
ternity all differ. The general principles, however, 
remain the same. It is better to prevent compli- 
cations than to cure them. We should, therefore, 
go to any extreme to provide all the safeguards 
necessary for the prevention of complications. 





In the Leila Y. Post Montgomery Hospital, Bat- 
tle Creek, Michigan, the thirteenth birthday of 
Jane Secor, “iron lung” patient, was celebrated 
at a party given by doctors and nurses who have 
been caring for her for the last six months. 


Jane sat up in a wheel chair during the party, 
which was held in the solarium on the first floor 
of the hospital. It was the first time since she 
entered the hospital suffering from infantile 
paralysis that she has been allowed to sit up for 
more than a few minutes at a time. 


Two things about the event stood out for Jane. 
The first came when a birthday cake with 13 
lighted candles was brought to her. A few min- 
utes later she heard Uncle Frank send her birth- 
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Princess for a Day 





day greetings on behalf of all the boys and girls 
in Battle Creek, on his news comics broadcast 
over the Enquirer and News station, WELL. 


Other children who are patients in the pedi- 
atrics department, and most of the hospital staff, 
were present for the party. Betty Lou Pendell, 
who is being given recuperative treatments for 
infantile paralysis which she suffered last year, 
cut Jane’s cake. 


Among the many gifts which Jane received yes- 
terday were a bouquet and a greeting from the 
Warren-Collins Co., of Boston, manufacturers of 
the Drinker respirator in which she lived for six 
weeks. 



















Medical Staff Organization and Conferences 
in a Small Hospital 


CHARLES A. LINDQUIST 


medical profession is very intimate, particu- 
larly so, because of open staff arrangements 
in the majority of them. 


To relation of the small hospital to the 


The primary object of staff organization is to 
bring to the care of a patient, as completely as 
possible, the full facilities of the institution and 
the combined ability and experience of the in- 
dividual members of the staff. To this end, there- 
fore, it is imperative that the Board of Trustees, 
Board of Control, or Governing Board, whichever 
they may be called, extend the privileges of the 
hospital to none but well qualified and competent 
practitioners of medicine as outlined by the 
American College of Surgeons in the Minimum 
Standard for Hospitals. 


The proper organization of the medical staff is 
of paramount importance in hospitals of all sizes, 
but particularly so for the smaller hospitals, be- 
cause through the proper working of the organi- 
zation it is the best means of increasing medical 
education. Without a medical staff there can be 
no hospital; without the organization of the staff 
there can be little advance in the medical group 
and no audit of the medical work. Physicians are 
human and have all the frailties of the human 
being. In addition, they are perhaps the most 
idealistic, and individualistic, too, of any group of 
workers, many to the extreme, so that it is not 
easy in all cases to get a smooth working staff 
organization at the commencement of such an 
endeavor. 


Every physician practicing in the hospital 
should be considered a member of the staff in some 
appropriate classification to which he may be ap- 
pointed or elected, and as such, he is subject to the 
rules and regulations of the staff. 


Staff Rules and By-Laws 


The rules and by-laws should be worked out 
with utmost care and consideration by the staff 
itself. The advantage of the staff by-laws, pre- 
pared by its own members, can lead to no future 
quarrels if some physician does not live up to 
them, the physicians of the staff will have to 
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answer for him or decide the affair directly with 
him, since he has been one of the participants in 
the adoption of such rules and regulations. We 
find it more satisfactory that no rule or regulation 
be adopted concerning the staff, which they them- 
selves did not propose or which was not adopted 
unanimously by the entire group. 


Selection of Officers 


Officers must be selected for carrying out the 
group plans. It is customary to honor the older 
men with the office of president, often times hav- 
ing one of the younger men as secretary. Men 
should be selected for all positions, however, on 
ability and service rather than on age. The 
tenure of office should be best limited to a one 
year expiration, good men can be returned to 
office, but in many progressive staffs, one year’s 
service should be sufficient and this would give an 
opportunity for a larger number to become more 
intimately acquainted with the affairs of the 
hospital. 


Appointments to the Staff 


Appointments to the staff in many hospitals are 
made upon one year terms. In other hospitals 
the appointment of the staff is made on the dura- 
tion of good services and proper ethical conduct. 
Experience in both types of appointment lead one 
to believe that the latter is the better. While 
yearly appointments might be helpful in keeping 
up the competency of the physician, yet in most 
places with yearly appointments, some have been 
made simply as a matter of routine with very little 
consideration for the work done during the year. 


In the average small hospital it is difficult to 
make much division in the medical staff, where 
there is often little or no specialization among the 
physicians, departmentalization of the medical 
staff to any extent is not possible. However, there 
are always some who are more interested in 
surgery than medicine, others whose primary in- 
terest lies in obstetrics, therefore the staff could 
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be divided up in the medical, surgical, obstetrical, 
and clinical specialties. In practically all staffs, 
the main work is carried on by committees, with 
election or appointments; some of these are the 
executive committee, medical records committee, 
program committee, qualifications or credentials 
committee, and special committees which may 


arise on occasion by resolution. The duties of 
these committees are indicative by their names, 
their activity depending upon the chairmen, so 
that a live, enthusiastic chairman should be ap- 
pointed whenever possible. 


Staff Conferences 


With modern advance in medicine one of the 
most progressive improvements is a thorough re- 
view and analysis of the medical and surgical cases 
in a hospital staff conference. Whether five or 
fifty physicians attend the hospital all can gain in 
the conference. These should be at regular 
intervals, properly presented at noon, and the 
hospital administration realizes that a good 
luncheon will aid greatly in attendance. The old 
saying, “The way to a man’s heart is through his 
stomach,” has proven so with us. We have a staff 
membership of fifty-five members and had an 
average attendance of forty-five at our staff con- 
ferences last year. 


Meetings should start on time and end on time. 
Attendance should be compulsory. There is a 
tendency at present of having papers of diseases 
in general discussed without confining it to the 
work in the hospital, these are very fine in pro- 
moting medical knowledge but should not be called 
a staff conference. This is not nearly as efficient 
as the interesting presentation of a program 
which should be prepared in advance, and the 
preparation of the progress for the next staff con- 
ference should really be started immediately after 
the preceding meeting has been held. 


The Program 


A copy of the program should be mailed to each 
member at least two or three days before the con- 
ference. This should all be arranged by the pro- 
gram committee composed of from three to five 
members. In our small hospitals, the hospital 
superintendent should be a member of this com- 
mittee, since he is familiar with all cases. Cured 
cases as well as death cases should be presented. 
All death cases need not be discussed, however, 
only those should be taken up which under ordi- 
nary conditions would not have happened. Usually 
four to six selected cases can be discussed in one 
meeting. Each speaker given a limited time in 
which to present his case. Much of the success of 
the meeting will depend on a competent chairman. 
It is his duty to see that the meeting is conducted 


June, 1938 






in a business-like fashion, that deliberations and 
discussions are keen and to the point. It is clearly 
evident that embarrassing situations may arise, 
but a tactful chairman will in most instances main- 
tain a constructive character of the criticism so 
as not to offend. A clinical conference is no place 
for high hat manners. When discussion is slow, 
it is wise to poll the members and ask for in- 
dividual declarations of opinions. 


The clinical pathologist, radiologist, supervisors, 
and heads of departments should also be invited 
to attend these meetings. Their contributions are 
valuable not only because they have data bearing 
upon the case under discussion but can present 
data for similar previous cases. 


The mortality rate of the hospital should also 
be considered. The necropsy rate should call for 
a discussion, although in many hospitals without 
interns, necropsies are not being routinely per- 
formed. Infections should be traced to their 
sources, should be carefully recorded so as to come 
under review. Consistency is one of the indicative 
points of efficiency in the hospital. 


Reports of the various departments of the hos- 
pital, made through their respective committee 
chairmen should also be submitted to the staff to 
determine if these departments are meeting the 
required standards and cooperating with the other 
departments of the hospital. Especially should a 
report from the record librarian, through the 
record committee chairman be made in regard to 
the quality of the case histories and also the mem- 
bers of the staff who are delinquent in completing 
their case histories. 


Accurate minutes of all staff conferences, re- 
ports of committees, brief abstracts of the cases 
presented, and the discussions, should be prepared 
by the secretary. 


The Tumor Committee 


About two years ago we also organized a 
“Tumor Clinic” in our hospital. This committee 
is composed of five or six men representing the 
various branches of medicine. This committee 
meets at least once each month subject to the call 
of the chairman, when all tumor material is ap- 
praised and such cases as would be profitably dis- 
cussed before the staff are ear-marked. The doc- 
tor in charge of any case is requested to prepare 
and present his case at the tumor clinic before the 
entire staff. On these occasions, as all other staff 
conferences, the roentgenologist and pathologist 
of the hospital are present to take part in the 
discussion. A record of all tumor cases is kept 
and charted on the American College of Surgeons 
Official Record Blanks and the data as to surgery, 
x-ray, and radium is tabulated. 





71 








These tumor clinics are held when material is of 
sufficient volume to make it worthwhile. We hold 
not less than six of these meetings with the entire 
staff, but generally more. These tumor clinics 
stimulate, as nothing else will, the observation and 
behavior of the tumor under treatment and inci- 
dents of a failure or success and thus sharpens 
judgment for future probabilities. The tumor 
committee is at all times available to all members 
of the staff for consultation and advice. The staff 


_has consistently shown the keenest interest in 


these tumor clinics, wherever possible, the living 
case is shown. 


With the experience we have had in our own 
hospital, which has a capacity of from one hundred 
to one hundred twenty-five beds, we know that 
staff conferences, when properly organized and 
conducted, result in distinct benefit to both the 
physician and to the hospital. 





Orange Juice 

There is a wide variation in the juice yield of 
oranges according to the size and variety of the 
orange and the season in which it matures. Gen- 
erally speaking, the smaller the orange the larger 
the amount of juice it yields per case. The russet, 
the Valencia, and the other thin skinned types 
yield more than the thick skinned types, the seed 
oranges more than the seedless. 


The average minimum yield is 14 quarts of juice 
per case but the yield increases as the season ad- 
vances until California oranges give a peak of 23 
quarts in October and Florida oranges reach a 
peak of 21 quarts in March. After these peaks, the 
yield gradually decreases in each instance until 
the end of the season. 


Efforts at canning or other form of preserva- 
tion of orange juice have been unsatisfactory until 
recently. 


Before the juice is extracted, the aromatic oils 
contained in the skin must be removed. This is 
now accomplished by grating, followed by washing 
to remove remaining parts of oil and grated peel. 
The juice is then extracted by pressure and 
strained to remove pulp and seeds. This is a deli- 
cate process as the flavor and color elements are 
in the suspended matter but too much suspended 
matter reduces the stability of the product. 


As extracted the juice contains both oxygen and 
enzymes, both of which must be removed to pre- 
vent deterioration of the juice. The oxygen is re- 
moved by passing the juice through a continuous 
flow heated vacuum chamber and the enzymes are 
inactivated by heating the juice still under 
vacuum to 210° F. for 8 seconds, a process which 
inactivates the enzymes but does not injure the 
important Vitamin C. Still under vacuum, the 
juice is packed in cans which must have a specially 
corrosive resistant lacquer lining to prevent at- 
tack on the metal of the can. 


The perfection of the canning process promises 
to make available a less expensive product. The 
type of orange, the Valencia, which produces the 
best juice, is not the most popular for ordinary 
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sale as whole fruit and therefore can usually be 
purchased at less cost. The short trip from tree to 
canner permits the use of fully tree ripened fruit 
and limitation of the packing season to that period 
at which the fruit is at its best. The ability to use 
machine and carefully controlled methods 
throughout the process makes possible the produc- 
tion of a more uniform quality and at a lower cost 
than is possible by ordinary methods of home 
preparation. 


eR 


The Gadget Exhibit at Dallas Convention 


The Gadget Exhibit will be one of the features 
of the Dallas Convention. A great deal of the 
equipment now in common use in our hospitals 
has been suggested by hospital superintendents 
and engineers and many improvements have de- 
veloped from the same sources. The gadgets 
which the superintendent and engineer devised 
for some special use were the origin of the im- 
proved equipment we now purchase. 


The useful gadgets which every hospital at one 
time or another invents for its own special pur- 
poses when current equipment does not serve the 
purpose so well saves time and labor and money 
to the hospital personnel. They are usually made 
in the hospital’s workshop, and cover every con- 
ceivable use. 


The New England Hospital Association has fea- 
tured a gadget exhibit for several years past. At 
the last convention, dozens of gadgets were on 
exhibition, all sent to the exhibit by the different 
hospitals which made them. 


We anticipate an exhibit of hundreds of gadgets 
at the Dallas Convention. A generous allotment 
of space has been provided. Each gadget will bear 
a card showing the hospital and the name of the 
person who made it. As an educational project, 
the exhibit will attract the interest of everyone. 


The exhibit will be under the direction of the 
Gadget Committee of which Margaret Kennedy, 
superintendent of the Paris Sanitarium, Paris, 
Texas, is chairman. 
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Autopsy from the Standpoint of the Undertaker 


FERDINAND C. HELWIG, M.D. 


ciation of the lack of cooperation and even 

bitter criticism which occasionally emanates 
from the funeral directors against hospitals and 
physicians, it is necessary that these two latter 
groups should have some understanding of the 
funeral directors’ problems. 


|: order to obtain a more comprehensive appre- 


For several reasons we have not recognized 
that the embalming profession is one which pre- 
sents numerous problems very worthy of consid- 
eration. As physicians, all too often we feel that 
the process of embalming is merely a matter of 
draining the body of blood and injecting into the 
arterial system some fixing solution containing 
formaldehyde. We totally disregard the many 
additional features of the process of embalming 
and preparing the body which are of utmost im- 
portance. Moreover, we are occasionally either 
ignorant or lax in the conduct of the autopsy or 
the management of the body both before and 
after the post mortem examination with the re- 
sult that many important things which should 
have been handled correctly are forgotten, over- 
looked or disregarded. Upon such occasions it 
becomes impossible for the funeral director and 
his embalmers to carry out their work success- 
fully. 


Problems of the Funeral Director 


Naturally, it is the desire of the medical pro- 
fession to obtain the highest percentage of post 
mortems possible and we must analyze critically 
the reasons for our failures. In Kansas City, 
generally a very high percentage of autopsies is 
obtained in hospital cases and this percentage has 
persisted for some four or five years. One of 
the objections which survivors here have brought 
forth against performing an autopsy is the fact 
that at a previous date some other member of 
the family or some close friend had permitted an 
autopsy and would never have it done again. This 
is indeed a lamentable state of affairs since the 
previous necropsy should have produced exactly 
the opposite effect. By interrogating both the 
families and the funeral directors in these in- 
stances, we have frequently learned that the rea- 
sons for this highly deplorable situation was sim- 
ply our own lack of appreciation of some con- 
crete or abstract problem which the funeral di- 
rector was forced to face as a result of the au- 
topsy or in some way directly related to it. 
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Perhaps one of the reasons that a physician 
fails to appreciate the funeral director’s problems 
results from his training which is materialistic in 
the extreme. He perhaps fails to realize that the 
funeral director must have an entirely different 
viewpoint. The funeral director must, of neces- 
sity, maintain a more spiritual attitude toward 
death and burial and the ceremonies incident 
thereto. 


Another feature of the problem which the med- 
ical profession perhaps does not thoroughly ap- 
preciate is that the funeral director must satisfy 
not one person or even one family but perhaps as 
many as 500 or 600 persons who may attend the 
funeral and view the body. This lack of appre- 
ciation on our part may, through improper man- 
agement of the necropsy or of the body before 
or after the necropsy produce undesirable changes 
in the appearance of the body which may cause 
great concern to the funeral director and all those 
interested in the appearance of the remains. 


The funeral director does not consider the 
physician calloused, but he often thinks him care- 
less or feels that he lacks understanding of fu- 
neral problems. More than once I have been 
told by members of the embalming profession 
that the funeral director is employed to take care 
of the dead and the family of the dead are his 
patrons whose wishes come first. Therefore, 
when it may appear on the surface that the fu- 
neral director is obstructing the physician’s prog- 
ress in securing a post mortem he may in reality 
be merely carrying out the wishes of the family. 
Certainly before we whole-heartedly condemn him, 
we should learn the facts and get his side of the 
story. In my experience most funeral directors 
are our friends and very often they have secured 
permission for a necropsy examination when all 
of our efforts have failed. 


In the preparation for this chapter, I wrote a 
questionnaire which was sent to most of the lead- 
ing funeral directors in a metropolitan area of 
over one-half million people. Moreover, through- 
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out a period of fifteen years I have come into 
intimate contact with practically every mortician 
practicing in this area and I have visited and per- 
formed necropsies in their establishments and in 
numerous other localities. During this period of 
fifteen years I estimate that approximately thirty 
per cent of all the necropsies I have performed 
have been done in the morgues of funeral homes. 
With rare exception I have found the funeral 
directors anxious to cooperate with the patholo- 
gists and hospitals in every way possible. Some- 
times unfortunate situations have arisen which 
were totally unavoidable but in the majority of 
instances had the physician in charge of the body 
or the hospital management been alive to the 
morticians’ problems most of these difficulties 
which brought forth objections from embalmers 
would not have occurred. 


Difficulties Presenting to the Mortician 


The most serious difficulties to the mortician, 
of course, result from the destruction of the cir- 
culation incident to the necropsy procedure and 
the technique used in removing and restoring the 
contour of the skull. The problems of vascular 
drainage, proper cleaning of the body, manage- 
ment of the chin, nose and eyes, replacement of 
dentures, elevation of the head and shoulders and 
hands and many other maneuvers incident to the 
actual conduct of the atitopsy and restoration fol- 
lowing the autopsy will be taken up in different 
sections of this book. Yet, aside from these ob- 
jections there are many errors on the part of 
physicians and hospital managements which seem 
to me almost equally as serious as those just 
mentioned. It is, therefore, my purpose to out- 
line very briefly some of the problems of the em- 
balmers and funeral directors which we do not 
know and can hardly be expected to know unless 
we have had special experience. With some 
knowledge of these problems we may, however, 
eliminate many unfortunate incidents which have 
arisen in the past. 


Four Post-mortem Factors 


Of greatest importance to the embalmer is the 
making of the body to appear as natural and life- 
like as possible. There are four post-mortem 
factors of major importance which make such a 
restoration either most difficult or even impos- 
sible, namely: (1) impairment of circulation; (2) 
rigor mortis; (3) livor mortis; and (4) discolor- 
ation from decomposition and gas formation. It 
is obvious that any of these four conditions may 
render good embalming impossible. Therefore, 
we should constantly keep in mind that every- 
thing which we can possibly eliminate in our man- 
agement of the body after death that would tend 
to produce any of these four conditions above 
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mentioned, should be rigidly avoided. The factor 
of time is often of even greater importance in the 
production or avoidance of any of these four 
major detriments to good embalming than the 
most glaring mishandling of major vascular chan- 
nels during the technical conduct of the post- 
mortem examination. Even though the au- 
topsy may be very skillfully conducted and the 
body carefully repaired, if too much time elapses 
before the embalmer can do his work, post-mortem 
changes may take place which cannot possibly be 
eradicated by the best embalmer in the world. 


It is also of great importance to remember that 
when bodies are to be shipped or when for some 
reasons services are delayed these changes be- 
come much more pronounced with the passage of 
time. If it is impossible to perform a good job 
of embalming because of delay on our part, a very 
harrowing experience to both the funeral director 
and the family may be the result. Moreover, 
when a body is shipped in a sealed casket and 
burial is to take place in a church, it may be im- 
possible to open the casket until just before the 
services and then a ghastly spectacle may be pre- 
sented to the mourners. Moreover, we must re- 
member that there are certain disease conditions 
which produce rapid post-mortem changes and 
take this into consideration when conducting an 
autopsy. Thus, rapid post-mortem lividity nat- 
urally is the most marked in conditions where 
there is delayed coagulation of blood as in acute 
infections, asphyxia, etc. Moreover, after de- 
composition has set in, there is a diffusion of 
hemoglobin which stains the tissues. After this, 
any maneuvers relative to altering the position 
of the body to eradicate these colors in the face 
and hands, which are of utmost importance to 
the embalmers, cannot be done successfully. We 
must also remember that diffusion of hemoglobin 
occurs early in hemolytic diseases and take the 
necessary precautions regarding this type of case. 


Rigor mortis, likewise, may come on quite rap- 
idly in certain conditions. Ordinarily it appears, 
we know, from three to six hours after death. 
However, in disease conditions which are accom- 
panied by extreme muscle exhaustion, rigor 
mortis often sets in immediately. In most cases 
after the involvement of the heart and diaphragm 
by rigor the muscles of the lower jaw and face 
are next in order. The embalmer must eliminate 
discoloration of the face and hands by a process 
of massage. After rigor has set in, proper mas- 
sage becomes almost impossible since the skin 
and subcutaneous tissues are no longer elastic 
and pliable. 


Intravascular clotting often makes proper vas- 
cular embalming impossible and often more or 
less life-like restoration of the features cannot 
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be obtained by subcutaneous injections since 
proper infiltration is frequently impossible. 


In many institutions, when a death occurs dur- 
ing the night, the body is placed in an ice-box 
where it is chilled or at times even partially 
frozen. The following day the post-mortem is 
performed by the pathologist. Here all the prob- 
lems incident to intravascular clotting, livor 
mortis, and rigor mortis arise and most of the 
embalmers whom I have interviewed are opposed 
to this method of keeping the body until the path- 
ologist has the time and leisure to perform the 
necropsy. 


Planning to Eliminate Difficulties Attending 
Autopsies 


All of the foregoing could be eliminated if the 
following plan was carried out: If it is impossible 
to find the relatives to obtain permission for a 
necropsy, or should the permission be delayed and 
the body required to lie in the hospital morgue or 
ice-box for an indefinite period, or should it for 
any reason become impossible to perform the au- 
topsy immediately after death, such a body should 
be sent to the embalmer .* the embalmer should 
be called to perform the arterial injection or the 
institution should have available technicians and 
fluids and do the arterial embalming themselves. 
This, then would eliminate all of the objections 
which result from long delayed arterial injection. 
It has been the custom in certain institutions in 
Kansas City in cases where there is to be a pro- 
longed period before the autopsy can be per- 
formed, to ascertain immediately the wishes of 
the survivors regarding their choice of a funeral 
director and then to call the director at once with 
instructions to come and get the body and do 
only the arterial work. This simple procedure has 
eliminated practically all the criticism of these 
institutions on the part of the funeral directors 
regarding body restoration. Some of our em- 
balmers advocate such a procedure in all cases 
and it is my understanding that this policy is 
more or less generally advocated in most metro- 
politan centers and has even been strongly urged 
by leaders in the embalming profession. 


There are numerous definite objections to such 
a procedure which are only appreciated to the 
fullest extent by one trained in morbid anatomy 
with its many special refinements. Even the 
majority of physicians themselves cannot appre- 
ciate these technical details. Hence, funeral di- 
rectors and embalmers can scarcely be expected 
to recognize their importance. Certain patholo- 
gists are quoted by funeral directors as having 
no objections to such a procedure. In my opin- 
ion these pathologists are certainly in the minor- 
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ity and have not explained to the funeral direc- 
tors the many objections which should be 
considered before recommending pre-necropsy 
embalming. If we, as pathologists, analyze criti- 
cally and in some detail our objections to the 
necropsy on any embalmed subject, I think that 
we can overcome this campaign on the part of 
some embalmers to make pre-autopsy embalming 
a routine procedure. From their standpoint, nat- 
urally, it is very desirable but the following brief 
summary will show at least some of the reasons 
why the majority of pathologists object. 


Autopsy Goes Beyond Clinical Diagnosis 


Although the autopsy is very frequently con- 
ducted after the patient has been carefully studied 
from a clinical viewpoint and an adequate clinical 
diagnosis has been established, it should be well 
recognized that an autopsy very often goes far 
beyond the clinical diagnosis and that such ex- 
amination may reveal hidden disease processes 
which were not even suspected. Should the death 
be due to trauma, poisoning, pathogenic organ- 
ims, or should some part of the disease process 
be accompanied by any of these three, pre-au- 
topsy embalming may, and often has, destroyed 
such evidence. Bacteriological studies are often 
rendered impossible since cultural procedures can 
not be carried out. Poorly prepared direct smears 
may yield the only information of a highly im- 
portant bacteriological nature and often even this 
meager information cannot be obtained. The 
characteristic color of different viscera which re- 
sults from certain disease processes may be 
changed or completely eradicated by the pre-au- 
topsy arterial injection. Thus, the color of 
cyanide poisoning, as well as its smell, may be 
erased and the livid cherry red appearance of 
many of the viscera in monoxide intoxication may 
be changed. Disturbances of pigment metabolism 
may be strikingly altered. Not only are classical 
colors and odors changed or nullified but the con- 
sistency of certain organs upon which the diag- 
nosis may depend will be completely reversed as 
for example the flabby myocardium of acute 
parenchymatous disease of the heart. Among 
other odors which are valuable to diagnosis are 
those resulting from acidosis where no diagnostic 
anatomic findings may be present as in diabetic 
coma, here also blood chemical studies are impos- 
sible on the embalmed body. These few examples 
among many of a similar character should show 
clearly the undesirability of pre-autopsy embalm- 
ing. Chemical analysis not only of the blood but 
of the other viscera may be difficult or impossible 
to carry out. Hematological investigations and 
serological procedures are usually impossible to 
conduct after the admixture of embalming fluid 
with the blood and the hardening incident to its 
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fixing qualities. Moreover, many differential 
staining methods requiring special fixatives, such 


as Zenker’s and Bouin’s solutions, cannot be em- — 


ployed and a whole host of special procedures 
upon which the diagnosis or proper study of the 
case and its various ramifications may depend, 
are rendered impossible by the standard methods 
of embalming. An additional objection to pre- 
autopsy embalming is the fact that quite fre- 
quently adequate fixation for standard histologic 
technique which may require only formalin in- 
filtration can often not be obtained by the usual 
embalmer’s arterial injections of fixing fluid. From 
the viewpoint of teaching and demonstration as 
well as for proper museum preparation, embalm- 
ing before the necropsy is highly undesirable. For 
the teaching of interns and residents or for ex- 
position of the viscera to staff members the em- 
balmed body presents an unnatural color and 
consistency. To those interested in surgical 
anatomy from the standpoint of operative surgery 
a distorted and entirely unnatural picture is pre- 
sented. Moreover, when embalming is done in 
the funeral director’s mortuary, it is often difficult 
or impossible to assemble all those who have 
studied a case or who for other reasons would be 
interested in the findings whereas were the place 
of necropsy more readily available this objection 
would be obviated. 


In all fairness to the mortician, however, we 
must confess that a long wait before the perform- 
ance of the necropsy will duplicate every objection 
which we have to his pre-autopsy arterial em- 
balming since post-mortem changes will likewise 
destroy bacteriological studies, organ colors, char- 
acteristic odors and normal consistency and even 
render the material poor for demonstration and 
teaching. Moreover, it is usually possible, at least 
in our institution to collect the interesed parties 
such as the consultants, attending interns and 
residents and have them all meet at the funeral 
parlors which, in our city in most instances, are 
very pleasant places in which to work. And it 
seems better to forego the possible advantages to 
be gained by getting a complete crowd to view 
a necropsy on a body which could not possibly be 
properly embalmed and face the criticism of the 
funeral director and frequently the family. In 
many instances the family has criticized the fu- 
neral director for our procrastination and he in 
turn has passed the blame back to the pathologist 
or hospital. This has, in many instances, only 
produced in the minds of the family a dislike for 
the post-mortem examination and often bitterness 
ani resentment against the hospital and the 
physician. 


Another problem which should be considered 
under the caption of the time element is the actual 
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loss of time and, hence, money to the funeral 
director who keeps his men waiting for long 
periods at the hospital until the autopsy has been 
performed. Moreover, he is frequently delayed 
in obtaining the death certificate. There is really 
no reason why some licensed physician in the 
department of pathology may not only call the 
funeral home and give the exact time when the 
body will be ready for embalming but also have 
ready at the time the body is claimed the clothing 
and a signed death certification with all the neces- 
sary data. Another objection frequently voiced 
by funeral directors and embalmers is that the 
pathologist does not always adhere strictly to 
the provisions of the permit in regard to the 
length of the incision and the management of 
the viscera. On some occasions it has been neces- 
sary for the embalmers to take the responsibility 
when confronted by the family with questions 
regarding just what is meant by necropsy pro- 
cedures. It is obvious that such things do occur 
and even though it is unnecessary to go into entire 
detail with the family to explain all of the pro- 
cedures incident to necropsy certainly the length 
of the incision should be more or less rigidly 
adhered to. It has been recommended by certain 
morticians that the permit specify the extent of 
the examination and the consent blank be of such 
character as to conform not only with the re- 
quirements of a well conducted necropsy but one 
which would not interfere with proper embalming 
procedures. 


Another complaint sometimes voiced by funeral 
directors is that in certain instances minor em- 
ployees of hospitals have been known to recom- 
mend certain funeral directors. Such practice is 
obviously reprehensible and such an employee 
should be subject to immediate discharge. 


It is my honest opinion, after fifteen years of 
close association with morticians of my own city, 
that they genuinely desire to cooperate in every 
way with the pathologist. It has been suggested 
that it might be a good plan to take the younger 
members of the pathological department who do 
not understand embalming problems to the oper- 
ating room at the funeral home and let them 
watch the embalming of an autopsied body and 
one which has not been autopsied. Another plan 
to bring about a better understanding of our 
mutual problems is to have frequent meetings 
between the pathologists and funeral directors 
where difficulties can be ironed out. Such meet- 
ings could easily straighten out most misunder- 
standings and would go a long way toward pro- 
ducing a more friendly feeling through removal 
of mutual suspicions and misunderstandings 
which are bound to arise when only one side of 
the difficulty is analyzed. 
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Necessity For the Careful Review of Every Case 


Pathologists and _ hospital superintendents 
should carefully review every case from the time 
that death occurred when the nurse prepares a 
body and permission for necropsy is procured 
through delivery of the body to the hospital 
morgue down to the minute the funeral director 
calls for the body and places it in his basket. 
Thus, we may find that there are steps which 
require correction. The matter of delivery of 
clothing and jewelry, the proper management of 
the chin and hands by the nurse, the conduct of 
the body to the morgue by the orderly and many 
other steps too numerous to mention should be 
carefully scrutinized for mismanagement which 
may reflect on the hospital, the doctor or the 
mortician. A standard routine should then be 
worked out and adhered to religiously. 


Care in Laying Out the Body 


In the laying out of the body by the nurse, I 
have seen in routine standard nurses teaching, 
procedures which have been of a distinct disad- 
vantage to the subsequent process of embalming. 
Thus, the binding of the chin with a tight piece 
of bandage produces a depression under the chin 
and on the sides of the face. The same occurs 
in tying the wrists and hands. Often these marks 
cannot be completely eradicated after rigor mortis 
has set in. When the body is not to be delivered 
to the mortician for some time, a small amount of 
vaseline placed on the face will delay desiccation. 
When the body is taken to the morgue and a 
permit for necropsy has not been granted, to allow 
the head to hang down and the blood to settle here 
should not occur. After rigor mortis has set in, 
proper replacement of dentures may be impos- 
sible. These foregoing examples and a host of 








others too numerous to mention should be care- 
fully observed and rigidly avoided if we desire 
to secure the whole-hearted cooperation of the 
members of the embalming profession. 


Cooperation of the Coroner 


The relationship with the coroner in our vicinity 
is unusually pleasant. This may be a local situa- 
tion that probably does not pertain generally. 
The wishes of the family in regard to the funeral 
home to which they desire the body to go should 
be promptly ascertained and then the coroner’s 
department should be advised of the family’s de- 
sire. In Kansas City it has been the custom of 
the coroner’s department to inquire whether the 
family has any preference as to funeral home 
and always to acquiesce to the desire of the family 
in this regard. If it is understood that no choice 
was made by the family, the coroner’s department 
has sent the body to a funeral home which we 
subsequently learned was contrary to the wishes 
of the family. In practically every instance this 
error has been the result of the carelessness of 
some hospital employee. 


There are many specific points and numerous 
procedures pertaining to this most important 
problem of the relation between the mortician, 
the physician, and the hospital that cannot be 
considered in a paper of this scope but if we wish 
to receive the whole hearted support of the morti- 
cian in our desire for an increased percentage of 
necropsies, we must make every attempt possible 
to cooperate with him and this is impossible un- 
less we educate ourselves considerably in as many 
phases of his profession as possible. 


*The author wishes to express his gratitude for the helpful 
suggestions which he received from the Funeral Directors and 
embalmers in Kansas City. 








Testing of floor waxes should be carried out 
“side by side” alternate strips on the same surface 
at the same time and subject to the same condi- 
tions. 


The desirable features of a floor wax are: 


1 Chemical composition—injury to floor cov- 
ering 


Toughness of film—wearability 
Water resistance—damp mopping 
Balance—neither too hard nor too soft 


Non-slip 


2 
3 
4 
5 
6 


Self-polishing 
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Floor Waxes 





7 Lack of surface tension—lie smoothly on the 
floor 


Of 27 brands tested on the basis of these qual- 
ities, rating ran from 13 to 97, only 4 rated above 
70 and the average was below 50. Apparently 
manufacturers let the desirability of some one 
particular feature blind them to the value of 
others. 





One use by user test showed that the cost per 
square feet per year on linoleum was 214 cents—of 
this the wax at $1.25 per gallon represented one- 
twelfth and the labor eleven-twelfths. Another 
user found he could afford to pay $16.50 per gallon 
for one brand as compared to $1.10 per gallon for 
another. 
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Repair of the Body After Autopsy 


ALAN R. MORITZ, M.D. 


of clinicians, the number of autopsies ob- 

tained in many hospitals is less than 60 per 
cent of the deaths. Various factors account for 
the reluctance on the part of the lay people to 
give permission for postmortem examination, but 
one of the most important is the outspoken oppo- 
sition of many embalmers. Frequently a permis- 
sion given freely is withdrawn after the family 
has conferred with the undertaker. This regret- 
table lack of cooperation on the part of under- 
takers is, in a large measure, the fault of patholo- 
gists. The undertaker has certain obligations to 
fulfill which are rendered needlessly difficult if 
bodies are improperly repaired after postmortem 
examination. Very little extra time or effort is 
required to repair a body in such a manner that 
the embalmer’s work will not be significantly in- 
creased as a result of the autopsy. Aside from 
the practical importance of cooperating with un- 
dertakers by the careful repair of bodies after 
autopsy, the professional aspects of the matter 
should be considered. During the life of the pa- 
tient, no careless procedure would be condoned 
and death does not release the physician or the 
hospital from their professional obligations. The 
autopsy is part of the professional service and 
the final repair of the body deserves the same 
consideration as any other phase of the medical 
care. 


D ESPITE the most earnest efforts on the part 


Location of Incisions and Their Closure 


Proper repair must be anticipated by proper 
conduct of the autopsy. The location of incisions 
is of importance in insuring a satisfactory repair 
from a cosmetic standpoint. The Y-shaped in- 
cision shown in Figure 1 is desirable as a routine 
method in both male and female subjects. By 
means of this incision a complete examination of 
the neck can be made without disfigurement. The 
upper limbes of the Y can be carried over the 
shoulders so that by the upward reflection of the 
included V-shaped flap of skin and subcutaneous 
tissue, the mandible can be exposed without leav- 
ing suture lines that are difficult to conceal. 
Whether or not the structures of the neck are to 
be examined, this type of incision is necessary in 
most female subjects, if the repair is to be in- 
visible after the body is clothed. 


The scalp incision preparatory to removing the 
brain should never be made without first taking 
into consideration the shape of the head and the 
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distribution of the hair. In a scalp with insuffi- 
cient or no hair to hide the line of incision, it 
should be made far enough posteriorly so as to 
be invisible from the front. The saw cuts in the 
skull must be made in such a way that they will 
not permit the calvarium to slide out of position. 
Proper sawing is done at an angle so that the in- 
ner margin of the cut through the frontal and 
occipital bones is lower than their outer margin. 
This type of cut makes it possible to wedge the 
skull cap in position and prevents it from slip- 
ping. 


The proper choice of suture material for clos- 
ing incisions should be made if exposed suture 
lines are to be inconspicuous. Many laboratories 
employ only one type of suture material for the 
repair of bodies, this being heavy white cord. 
Heavy cord is satisfactory for incisions that are 
covered by clothing but should not be used for the 
repair of the scalp. Number 0 cotton thread, col- 
ored light tan for white cadavers and brown for 
colored cadavers, should be used for closing in- 
cisions not covered by clothing. The particular 
stitch by which the skin is closed is not impor- 
tant, providing the stitches are close enough to- 
gether to prevent leakage. In the case of post- 
mortem incisions on face or hands which must 
remain exposed, the subcuticular stitch is the 
best. 


Cannulas in Arteries 


The work of the embalmer is greatly facilitated 
if cannulas are inserted in the cut ends of the 
major arteries. It is obvious that cannulas in 
the arteries leading to the head and extremities, 
with rubber tubes connected with them leading 
to the outside of the body, spare the embalmer 
considerable trouble. 


Cannulas of three sizes are kept in stock, two 
sizes being employed for adults and one for chil- 
dren. Cannulas for adults are prepared from soft 
glass tubing of medium thickness and measuring 
6 mm. in external diameter. The maximum diam- 
eter of the tip is 6 mm. for large arteries and 


HOSPITALS 


2M NPP OT ABIL ATA ON 





' 
i 
‘af 
5 
' 



























4 mm. for small arteries. In case of infants and 
small children, a smaller tip is frequently needed 
and for this purpose soft glass tubing of medium 
thickness, measuring 4 mm. in diameter, is used 
and the tip is drawn down to a maximum diam- 
eter of about 2mm. The length of the cannulas 
for use in adults is 8 cm. and in children 4 cm. 
There must be a definite neck near the tip to pre- 
vent the cannula from slipping out of the vessel 
when the pressure of the embalming fluid is ap- 
plied. The attached ruber tubing is cut to 16 cm. 
lengths for adults and 8 cm. lengths for children. 
The character of the cannulas is shown in Fig- 
ure 2. 






Attempts to connect several cannulas to permit 
simultaneous injection of several vessels have 
been found unsatisfactory because of differences 
in the injectability of different parts of the body. 
Embalmers have found it easier to inject the body 
uniformly through separate external rubber tubes 
leading to cannulas in the innominate, left com- 
mon carotid, left subclavian and right and left 
common iliac arteries. (See Figure 1.) 





Ligation of Arteries 


The internal mammary arteries should be lig- 
ated routinely to prevent leakage of embalming 
fluid into the thorax. They can be identified 
readily when the sternum and the sternal ends 
of the ribs are reflected upward. Both arteries 
are severed when the parietal pleura is cut away 
from the sternum and at this time their proximal 
ends can be picked up and tied. 









If the autopsy is to include the removal of the 
structures of the neck, it is frequently advisable 
to notify the embalmer immediately upon receipt 
of the permit so that he can come to the hospital 
and embalm the head and neck before the autopsy 
is begun. This need not delay the autopsy for 
more than two hours and results in less trouble 
for both the pathologist and embalmer. 








If the body is not embalmed prior to the au- 
topsy and the structures of the neck are to be 
removed, it is very important that certain ves- 
sels be ligated (see Figure 3). This can be done 
with the least difficulty if the first procedure of 
the cervical dissection is the isolation of the ex- 





























Figure 2—Three Tyves of Cannulas 
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Figure 1—Cannulas and Tubing in Renair of Bodies for 
Embalmers 


ternal carotids and the ligation of the superior 
thyroid and lingual arteries at their origins. The 
inferior thyroid arteries are most easily isolated 
after the thyroid has been exposed and may be 
tied just below the lower pole of each lobe. 


If the brain has been removed, it is necessary 
to ligate the internal carotid and vertebral ar- 
teries inside of the skull. It is frequently desir- 
able to examine the internal carotid artery 
throughout the entire length of the carotid canal 
and if this be done, it should be ligated either 
just below the inferior opening of the canal which 
is on the under surface of the petrous portion of 
the temporal bone or just beyond the bifurcation 
of the common carotid artery in the neck. It is 
easier to ligate the artery in the neck than be- 
neath the base of the skull. If the spinal cord 
has been removed, the vertebral arteries should 
be ligated at their origin in the neck. 


Body Cavities 


As a general rule, embalmers do not wish to 
have the viscera replaced. Certain materials are 
more suitable than others for filling body cavities. 


Before filling the cranium, the dura should be 
completely stripped from the base of the skull. 
Both the calvarium and the cranial cavity should 
be filled with a thick paste of plaster of Paris. 
A sufficient excess should be used so that when 







79 









Lingual anteny 
pH EZ 


Superior thyrgd/ 

artery WW 

[| 

|] f( ft ( + 

Inferior pid eee. 
p\\\ 


\ \ TO 
Internal mM¢ 4 he 
arter | 


ee 


poet 
ee. _” 
PD  \\\\ 


Ml 


Figure 3—Cannulas in Place When Arteries to Neck Organs Have Been Tried and Cut 


the calvarium is replaced a small amount of the 
paste will be forced out along the line of the 
saw-cut. Various suggestions have been made to 
eliminate the leakage of the embalming fluid 
through the scalp incision. These include paint- 
ing the inside of the skull with shellac or celloidin, 
driving wooden pegs into the lacerated foramens 
and plugging the foramen magnum with cotton 
impregnated with plaster. 


If the internal carotid and vertebral arteries 
are tied, these procedures are not necessary, 
and if the arteries are not tied, nothing will make 
it possible to embalm the head satisfactorily. 


If an eye has been removed, a very satisfactory 
cosmetic substitute can be prepared from paraffin. 
The paraffin ball is inserted from behind after the 
edges of the lids have been sutured together by 
means of a small curved round needle and fine 
silk. 


There is considerable difference in the opinions 
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of embalmers as to the proper manner of repair- 
ing the body cavities after postmortem examina- 
tion. The widest divergence is in regard to fill- 
ing the cavities; some prefer them left empty and 
others filled. It is our impression that the major- 
ity prefer to have the body cavities filled. 


After drying the inside of the thorax and abdo- 
men, both cavities should be sprinkled with har- 
dening compound. This material can be obtained 
from any funeral supply house and helps to fix 
the otherwise uninjected tissues of the abdominal 
and thoracic walls. About 2 pounds are used for 
each cadaver. The thorax and abdomen are filled 
with cellucotton, which is an inexpensive absorb- 
ent cellulose product that can be obtained through 
most hospital supply firms. Crushed clean paper 
towels can be used. Sawdust is not satisfactory 
because it plugs the embalmer’s aspirating ap- 
paratus in case the withdrawal of excess fluid is 
attempted. 
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Removal of Bones 


The use of rigid supports to replace bones is 
rarely necessary. If the legal custodian of the 
body has signed a permission for autopsy which 
specifically includes the removal of bones, the 
pathologist is concerned only with making a 
proper cosmetic repair. If no such permission 
has been obtained, the entire procedure is illegal 
and it is not likely that any form of repair could 
conceal the fact from the embalmer. If there is 
to be extensive removal of bones, the body should 
first be embalmed. The collapse of extremities 
from which bones have been removed can be pre- 
vented by the use of cellucotton or rolls of paper 
towels, and if the incisions have been made on 
the posterior aspect there will be no visible dis- 
figurement. If the bones of the face are to be 
removed and satisfactory cosmetic repair made, 
a positive cast of plaster of Paris should be made 
of the bony parts and this cast used to support 
the soft tissue. The positive cast is made from 
a negative mold, and an excellent material for 
making negative molds of irregular structures has 
been described by Gross (Arch. Path., 16 : 869, 
1933). This mass is prepared as follows: 


Parts 


Material by Weight 


Magnesium sulphate 
Absorbent cellulose wadding 
700-800 


“The agar is heated in about 2000 cc. of water 
until it is completely dissolved. The cellulose 
wadding is macerated in hot water until the fibers 
have separated. It is then thoroughly stirred 
into the hot agar. The oil soap is next added, 
and when it is completely dissolved and incorpo- 
rated into the agar mass, a concentrated solution 
of the magnesium sulphate is slowly poured into 
it. At the same time, the mass is vigorously 
stirred. This precipitates the insoluble magne- 
sium soaps. The mass solidifies at about body 
temperature. The solid material is chopped fine 
or, preferably, ground in a food grinder. Since 
this mass contains from two and one-half to three 
times too much water, it is spread out thinly on 
paper and allowed to dry at room temperature to 
a state in which the crumbs are distinctly moist 
but no water can be expressed. The material is 
then ready for use.” 


To prepare a negative mold, the crumbs of plas- 
tic material are heated in a double boiler with 
constant stirring until the mass is the consist- 
ency of paste. After the material has been heated 
long enough to dissolve all of the lumps, it is 
ready for application. The surface to which it is 
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to be applied should be dried and coated with 
paraffin which has been dissolved in benzene. 
The mass is then applied to the surface with an 
ordinary paint brush to a thickness of about 2 cm. 
If a cast of the bony structures of an entire head 
is desired, the mold should be made in three sec- 
tions. The outer surface of each section should 
be reinforced by the application of a layer of 
plaster of Paris. After the mold is hardened, 
each section may be removed by gradually break- 
ing the vacuum. Evaporation of the negative 
mass takes place quite rapidly and a positive cast 
should be prepared very soon after obtaining a 
satisfactory mold. The cast is made by filling 
the mold with plaster of Paris. 


External Care of Body 


After the repair is completed, the body should 
be thoroughly washed and dried. If the individ- 
ual died of an infectious disease the final washing 
should be made with 5 per cent creosote or 1:1000 
bichloride of mercury solution. The shroud should 
be removed before the autopsy so that it will be 
unsoiled when the body is released to the under- 
taker. 


Description of Repair for Information of 
Embalmer 


Relations between the pathologist and the un- 
dertaker are rendered more cordial if a note ac- 
companies each body upon which an autopsy has 
been performed. The note should apprize the 
undertaker of the efforts that have been made to 
cooperate with him and should urge him to com- 
municate directly with the pathologist in the event 
that the repair has not been satisfactory. Cour- 
tesy and cooperation are usually reciprocated and 
it is to the interest of every pathologist to estab- 
lish cordial relationships with the undertakers. 


——_.@—_— 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associa- 
tion is $3.00 a year. 


Single copies may be secured for 30 cents 
a copy. 














Training Medical Record Librarians 


ELIZABETH THAYER, R.R.L. 


simple, fragmentary notes to its present 

status has brought into the hospital field a 
new group of workers, the medical records 
librarians. The responsibilities and duties of 
these workers have so broadened in the past com- 
paratively few years that the organization and 
maintenance of an efficient record department has 
assumed the dignity of a profession which re- 
quires of its members the same high standards 
and educational background as other useful arts. 


Te evolution of the medical record from very 


Modern Trends Toward Better Preparation 


Prior to the inauguration of the campaign of 
standardization of hospital service by the Ameri- 
can College of Surgeons, the medical records were 
the charge of a clerk whose principal duties were 
the filing of records and drawing them again. 
Since the new standard of hospital records has 
been set, the record librarian has become an im- 
portant member of the personnel of the modern 
hospital and serious consideration has been given 
to her training and qualifications. 


The Association of Record Librarians of North 
America, soon after its organization in 1928, real- 
ized that the training of the medical records 
librarian was essentially an apprenticeship, and 
that in order to meet the ever-increasing demands 
made of the profession the method of educational 
training must be patterned after that afforded 
other professions. The necessity for approved 
training centers offering theoretical courses cor- 
related with practical experience was recognized, 
and with this as its objective the Committee on 
Training of Medical Records Librarians was ap- 
pointed. 


It is of interest to note that this committee also 
includes representatives from the American Hos- 
pital Association, the American College of Sur- 
geons, and the American Medical Association, thus 
assuring the cooperation of the leading hospital 
censoring organizations. 


In 1929 a “Suggested Outline of a Training 
Course”’ was submitted. This outline has been 
studied and improved each year and serves as a 
basis for the curriculum adopted by the associa- 
tion in 1934. It has been the intention of the com- 
mittee to do away with the training of the record 
librarian by apprenticeship alone, and to require 
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that the student be prepared not for one specific 
position’ but that she be given a course of train- 
ing that will permit her to adapt herself to any 
particular system with which she may be con- 
fronted later. 


Curriculum Requirements 


The curriculum requires that the hospital act- 
ing as a training center be a general hospital with 
an average daily discharge of not less than twenty 
patients. It must meet the standard requirements 
of the American Hospital Association, the Amer- 
ican College of Surgeons and the American Medi- 
cal Association, and must maintain an accredited 
intern service, school of nursing, out-patient de- 
partment and social service department. 


The accepted instructor must be a registered 
member of the Association of Record Librarians 
of North America with not less than five years 
actual experience as the head of a record depart- 
ment. In addition to a thorough knowledge of 
record library methods, including various nomen- 
clatures, she must have teaching ability and suffi- 
cient executive ability to direct the work of others. 


Approved Course of Study 


The approved course entails instruction in medi- 
cal ethics, anatomy and medical terminology, the 
latter including anatomical, laboratory, and bac- 
teriological terms as well as those used in materia 
medica and symptomatology. The practical in- 
struction covers the checking and assembling of 
records, the making of case summaries and filing. 
The various types of indices for diagnoses and op- 
erations, the doctors’ files and the compiling of 
medical statistics are other important phases pre- 
sented. History taking is taught through theoreti- 
cal instruction and actual dictation. In the oper- 
ating department the student is taught the 
reporting of operations by dictation or dicta- 
phone; in the laboratory, indexing and filing and 
dictated case reports and necropsies; in the out- 
patient and social service departments, indexing 
and filing, history taking and follow-up recording 


HOSPITALS 





from dictation and practical supervised experi- 
ence. The admitting office offers its part by in- 
structing the student in the registration of pa- 
tients and in compiling general hospital statistics. 
One of the most interesting of the activities in- 
cluded in the course is the visiting of other gen- 
eral hospitals, special hospitals, charity organiza- 
tions, and even doctors’ offices for the purpose of 
becoming acquainted with the varied systems. 


Duration of Course 


Such a course of instruction is estimated to 
cover six months or longer, the natural ability of 
the student being a determining factor in the 
length of time required. At the completion of this 
instruction the student is eligible for the exam- 
ination for registration. Although every hospital 
has its own individual problems and methods, the 
instructions briefly outlined above are sufficient 
to allow the average graduate of the course to 
adapt herself to any system. 


There are definite requirements to be met by 
the applicants to such courses. The educational 
prerequisites are graduation from an approved 
high school, one year of college credits or gradu- 
ation from an approved training school for nurses, 
and a proficiency in typing and shorthand. The 
applicant must be twenty-one years of age and 
must present a certificate of good health from a 
reputable physician. 


Inasmuch as the medica! records librarian is 


playing an increasingly more important role in 
the hospital, it is essential that care be exercised 
in selecting students. Not only must the fore- 
going requirements be met, but the student should 
possess an inherent diplomacy and tact as well as 
a spirit of perseverance that will permit her to 
carry on despite the indifferent attitude she may 
at times encounter in those who are directly re- 
sponsible for the true value of the hospital record. 
Progressiveness and initiative are important qual- 
ifications since record methods are constantly im- 
proving and it is the duty of the librarian to keep 
pace with such advancements. Of no less impor- 
tance, and for reasons quite obvious, absolute 
trustworthiness must also be required of the ap- 
plicant. 


Approved Schools 


At the present time there are six approved 
training schools for record librarians. These are 
located in Rochester, New York; Boston; Duluth; 
Oakland, California; and two in Chicago. Our 
own state offers a splendid location for a training 
center, and the establishment of such a school here 
should be given our careful consideration. 


It is true the number of approved schools is 
small, but when one considers the comparatively 
short time since the inception of this new method 
of training it is realized that rapid strides are 
being made in affording adequate and proper 
training for those interested in becoming members 
of this new group, the medical records librarians. 





Helium 


Helium is coming into more common use in the 
treatment of various types of respiratory obstruc- 
tion, whether of the mechanical or the asthmatic 
type. 

The basis for the use of this inert gas is that a 
mixture of 79 per cent helium and 21 per cent 
oxygen has but one-third the density of a mix- 
ture of 79 per cent nitrogen with 21 per cent 
oxygen. Due to this decreased density the pres- 
sure, and therefore the physical effort required 
for respiration, is about one-half that required for 
the respiration of air. 


The methods necessary present many difficul- 
ties. The entire cycle must be so arranged as to 
entirely prevent the infiltration of air. This is 
most readily accomplished by using a cylinder 
filled with the desired helium oxygen mixture and 
administering by use of a closed circuit rebreath- 
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ing apparatus with a mouthpiece or mask of the 
type used on basal metabolism apparatus, and 
nose clip. This method of administration is satis- 
factory for short periods—up to three hours. For 
longer administration a modified oxygen tent of 
helium proof material has been described. Admin- 
istration through a specially designed helmet has 
been described by Benedict. 


Clinically, the method has been used with good 
results in obstruction of the larynx and trachea, 
in asthma approaching the status asthmaticus 
stage, and to a lesser extent in dyspnea due to 
emphysema, bronchiectasis, and pulmonary fibro- 
sis. One surgeon has described its successful use 
in cases of narrowing of the respiratory passage 
by large intrathoracic goiters and in other ob- 
structions which so frequently occur in the course 
of a thyroidectomy. 





Mental Hygiene Studies of Hospital Patients 


MARY PRESTON, M.D. 


discharge the patient in the best possible con- 

dition to carry on his life work successfully, 
there is great need for mental hygiene studies, 
termed preferably mental health studies. This 
need was brought home forcibly as the result of 
such studies made on the patients in a crippled 
children’s ward, who had been hospitalized from 
one to eleven years, all of whom were faced with 
earning their own living later or becoming a fur- 
ther burden on the taxpayers. 


[ THE ultimate aim in hospital treatment is to 


Character Regressions as the Result of Long 
Illness 


Everyone recognizes that in illness, one is prone 
to become somewhat more childish in behavior, 
character manifestations regress to a somewhat 
lower level, and there is an intellectual let down. 
In the crippled children these effects were found 
to be intensified by the number of years of illness. 
Though marvels had been accomplished in restor- 
ing function to the crippled bodies and in the 
maintenance of good nutritional states, all had 
lost initiative, were utterly passive, showed no 
intellectual interest, and had become more and 
more retarded mentally, intelligence quotients 
being lowered as much as sixteen points. 


Undesirable personality changes had also taken 
place. All had become temperamental, filled with 
self-pity and expectant of special consideration. 
Those with submissive tendencies were inclined 
to become “shut-ins,” brooding, nonsocial, and 
even showing suicidal intent. While those of an 
aggressive make-up were reported as being mean, 
hateful, and rebellious. Since these were the same 
traits which cause industry to refuse to employ 
cripples, the assumption could easily be made that 
hospital treatment was falling far short of dis- 
charging these patients in the best possible con- 
dition to carry on successfully; i. e., they were 
being trained for failure, not success, in this 
world. 


Remedial Measures 


Searching for reasons brought out the weaken- 
ing effect of the pity and over-solicitude of rela- 
tives, and the underlying impersonal attitude of 
interns and nurses that these patients were 
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merely a part of the hospital equipment provided 
for their training in the skills of their profes- 
sions. Measures were at once taken to teach the 
relatives of these handicapped children the value 
of assuming the same attitude that is accorded 
normal children, with the expectation of coopera- 
tion, responsibility, and good sportsmanship. Talks 
to the staff and courses for the nurses, mental 
stimulation and constructive occupation for the 
children, and a more homelike hospital atmosphere 
worked wonders. 


Value of Child Guidance Clinics 


Another proof of the need for mental health 
studies is found in the present use of child guid- 
ance clinics which started as an outgrowth to 
further therapeusis in physical health but are now 
used to treat the whole child with the emphasis 
on the preventive aspect of both physical and men- 
tal ill-health. Such cases include, for instance, 
functional disorders, personality changes brought 
on by brain tumors, the physical and mental in- 
feriors, the rejected children, those maladjusted 
socially or at school, those rendered different by 
speech defects, epilepsy, endocrine imbalance, in- 
fantile paralysis, etc. Parents appreciate and co- 
operate with these efforts. 


Mental or Emotional Origin of Physical Symptoms 


Physical complaints and symptoms are often of 
mental or emotional origin. Mental health studies 
of patients with gastro-intestinal, gynecological or 
genito-urinary complaints are almost a necessity 
for successful treatment and the avoidance of 
chronic invalidism, useless operations, neuroses, 
etc. A psychiatric social worker, or one trained 
in the principles of mental hygiene is invaluable in 
the detection of beginning mental ill-health. Ear- 
lier treatment with more likelihood of success, 
even preventive work, can be instituted if the sig- 
nificant symptoms are recognized early in nervous 
breakdowns, beginning neuroses, compulsions, de- 
pressions, dementia precox, etc. Protective meas- 
ures may be taken in families with a paranoid or 
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paretic member. The worker may also help pa- 
tients to face reality, accept limitations, etc. 


Contribution of the Volunteer Hospital Worker 


Volunteer hospital workers may be of great as- 
sistance in furthering mental health studies. In 
a district with good financial resources, they 
might work toward the maintenance of hospital 
beds for mild or temporary cases of mental ill 
health, such as sometimes accompany hyperthy- 
roidism or pregnancy. They might assist in the 
establishment of an adult out-patient clinic at 
least for mild personality and emotional problems, 
or as described before, one for children with its 
far-reaching preventive influence. The acquisi- 
tion of a trained psychiatric social worker in these 


clinics would be most helpful. Barring that, the 
inclusion of a worker trained in psychiatric prin- 
ciples would be very desirable in the social service 
group. Then, too, a worthy cause would be the 
training of practicing nurses in mental hygiene 
fundamentals by means of courses which were 
not being given during their training years. 


Even with little financial backing, much can be 
done to make the community mental-health con- 
scious by lectures, starting nursery schools, habit 
clinics, recreation centers, etc., either alone or in 
conjunction with the state adult education move- 
ment or the district PTA. In short, any step that 
can be taken to make the community more mental- 
health conscious is of value not only for itself but 
for future progress and financial backing. 





Tighten Your Belt 


The hospital dollar is daily becoming more diffi- 
cult to get and of less real value once it is gotten. 
Increasing unemploymént and short profits in 
business both increase the demand for free service 
and increase the part pay group at the expense of 
the full pay. 


Deliberate efforts to dissipate large fortunes is 
killing the goose that lays the golden egg and the 
pump priming policies of the Federal Government 
definitely exclude voluntary hospitals from their 
benefits of endowments and donations. 


In a few of the larger centers, group payment 
plans are a real success, but to view them as a 
source of increased income for the hospital is to 
ignore the basic reason for their existence, i. e., 
the welfare of the insured indivdual and his de- 
pendents. 


The time has come when the hospital must 
practice every economy it learned in 1932-1935, 
but the easy way of wage reduction is not likely 
to be so easy as it was then. Hospitals have no de- 
sire to exploit their charitable character at the 
expense of their employees. The next recourse 
is usually a stiffening of credit and collection 
methods, but this is not always a success and even 
when successful is not as productive as expected. 


But there are many other and more productive 
means of economy available to the majority of hos- 
pitals; the only bar to their adoption being the 
fact that they require initiative and hard work on 
the part of the administrator or a qualified and 
responsible aid, continuous supervision, and whole 
hearted cooperation of all responsible personnel in 
the hospital. 


Perhaps the most fruitful source of important 
saving to the hospital is in the engineering depart- 
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ment where qualified observers agree that on the 
average one-half of the fuel dollar is wasted. Of 
this waste, about one-half would usually require 
an expenditure that could not be paid out during 
the same year, but the other half would pay itself 
out in less than one year. One 200-bed hospital 
reports a return of more than 300 per cent in the 
first year on an investment of $750 in changes in 
piping and valves. Another hospital reports a sav- 
ing of $500 per year in demand “charge” for elec- 
tricity at no expense but watchfulness on the part 
of the engineer. Another wasted enough hot water 
in the laundry to total 2 cents per patient per day. 


And the interesting thing is that many manu- 
facturers of fuel saving devices will install their 
equipment and take their pay out of the savings! 


The dietary department spends about one-half 
of the hospital expense dollar. Most dietitians can 
figure the cost of a diet to the third or fourth 
decimal place, but how many hospitals have 
studied the dietary problem as a whole closely 
enough to effect real savings? Labor turnover and 
returned food are two large items in waste. One 
200 bed hospital increased the pay for labor to re- 
duce turnover and increased the directing staff to 
four graduate and four interne dietitians—with a 
net saving of seven cents per subsistence day—an 
increase of 5 cents in payroll and a decrease of 
12 cents in raw food costs. And incidentally im- 
proved the quality of the food! Another large hos- 
pital has just reported increasing its staff from 
two to four dietitians with a saving of $1,200 per 
year. 


These are but samples of what intensive and 
comprehensive study of department costs and 
procedures may accomplish. 


Let us tighten our belts. 





Hospitals Day by Day 


Some Pointed Paragraphs 


@. Ideas are the little things that help make the 
business world go around. 
Philip E. Lawwill. 
@ We are all better historians than prophets. 
@ Yielding is sometimes the best way of suc- 
ceeding—Proverb. 
@ The division between a business organization 
and a charitable organization—Only when income 
may be applied to the profits of the founders does 
business have a beginning and charity an end. 
R. E. Heerman. 
q@ “Impossible” is a word to be found only in 
the dictionaries of fools. 
Bonaparte. 
Definition of “Indigent.” 
@ One who from his own resources is unable to 
secure medical or surgical attention necessary to 
his care. 
Judicial decision—Alberta, Canada. 
@. The general tendency is to build a too compli- 
cated and complex organization. This is worse 
than a loose organization. 


q@. Departments should be properly coordinated 
to prevent each departmental head from thinking 
his department is more necessary than the others. 
C. S. Pitcher. 
@. Many professors have been at pains to empha- 
size in their reports on training courses for pub- 
lic administration with which they are associated 
that in their judgment an undergraduate liberal 
arts college should not attempt vocational or pro- 
fessional training; that its function is to provide 
a cultural background and understanding of so- 
ciety and government equally important for all 
citizens, and that the curriculum offered for this 
purpose is to be understood as preparation for ad- 
ministration only in the broadest sense. They offer 
courses in administration, not as a tool subject, 
but rather to give students an understanding of 
the problems and processes of administration and 
its importance in the modern state. 
Anonymous. 

q. Almost any hospital can secure private dona- 
tions by employing a part time or full time field 
worker. Correct technique is to cultivate friends 
over periods of years, show them the hospital, give 
them committee jobs, analyze present needs, and 
outline future policies demanding cash. People 
still have money and will give it to voluntary hos- 
pitals if shown that voluntary hospitals can do 
things a public hospital can’t do. Fraternal 
groups, luncheon clubs, Rotary, Kiwanis, labor 
unions, bridge clubs, churches, and groups within 
churches, should not be overlooked. 
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@. You can’t assert authority. It must radiate 
unconsciously by means of brains, personality, 
and character. To remind others that you have 
it is to prove that you don’t, except, perhaps, 
officially. 

Philip Vollmer, Jr. 


q@ It seems that one of the most important things 
for hospitals to do at this time is to prepare an 
effective legislative program for next year and to 
bring the hospital problems before the prospec- 
tive legislators between now and that time. The 
lien law or motor vehicle tax law as that prevail- 
ing in Ohio would be a tremendous help to hos- 
pitals in all states. 
Paul H. Fesler. 


@. Fortunate, indeed, is the hospital administra- 
tor who is in good rapport with the majority of 
the staff physicians. Despite the daily endeavor 
to provide acceptable service for their patients, 
many doctors remain unappreciative of the prob- 
lems of the organization rendering this service. 
When the hospital superintendent has opportu- 
nity to present hospital problems at staff meet- 
ings, he should use the occasion wholeheartedly. 
When the financial status of the institution is un- 
derstood it will be recognized that he is neither 
a Shylock nor a Midas. Complete understanding 
of the hospital policies may be the alchemy that 
will transmute chronic dissenters into a construc: 
tive constituency. 
Lucius R. Wilson, M.D. 


@. The operation of a hospital in principle is no 
different from the operation of any manufactur- 
ing plant. 


Material and machinery must be purchased— 
labor employed and paid. With these three ele- 
ments we manufacture not automobiles, radios, 
or furniture, but service—and the service must 
be Al or it won’t sell. 

S. G. Davidson. 


@. Staff meetings with floor supervisors is a good 
plan. One of these meetings a month should be 
devoted to repairs and the instruction of the 
proper filling out of repair slips. In this way, 
maintenance can be held to a minimum and equip- 
ment kept in perfect efficiency. 

Geo. D. Sheats. 


q. If the patient is well and properly admitted, 
the bill is more than half collected. 


A first impression is generally a lasting impres- 
sion. Be a gracious and appreciative host to your 
guest—the patient. 


L. C. Austin. 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
to the litigation. 


Recent Cases 


Liability of Hospital for Burn Caused by 
Defective Clamp on Hot Water Bottle 


Butler v. Northwestern Hospital of Minneapolis 
(Minn.), 278 N.W. 37. 


Plaintiff recovered a judgment of $5,140 for hot 
water burns received in defendant’s hospital. De- 
fendant’s motion for judgment, or for a new trial 
was denied. This order was affirmed. 


Instructions had been issued by the attending 
surgeon to give plaintiff a “tap water” protocly- 
sis. The necessary preparations were made, and 
while the special nurse was out of the room, the 
spring clamp on the rubber tube came apart and 
hot water flowed on the bed, burning plaintiff’s 
legs. At the time plaintiff was under a spinal 
anesthetic. Negligence was predicated upon de- 
fendant’s furnishing a faulty spring clamp. The 
nurse, being a special nurse, defendant could not 
be held liable for her negligence, if any, for she 
was in the employ of the patient. Thus, if liabil- 
ity was to be imposed, it would have to be on 
some other ground. 


The court said: “It is well established that 
one who furnishes an instrumentality for a spe- 
cial use or service impliedly warrants the article 
furnished to be reasonably fit and suitable for the 
purpose for which it is expressly let out, or for 
which, from its character, he must be aware it is 
intended to be used, ... . and is liable for injuries 
to the bailee or third persons for injuries proxi- 
mately resulting from an defect due to his want 
of care.” 


“...., it follows that the involved clamp and 
other articles present in plaintiff’s room were fur- 
nished by defendant to be used for customarily 
needed purposes where an important surgical op- 
eration has been performed. That, obviously, was 
the intention. And the articles so selected by de- 
fendant had to be reasonably fit therefor.” 


“There is sufficient sustaining evidence to show 
that the clamp was discoverably defective... . 
The effect of the verdict in plaintiff’s behalf estab- 
lishes defendant’s negligence. From the evidence 
we are not prepared to say, as a matter of law, 
that defendant could not readily have discovered 
this defect if a reasonable inspection thereof had 
been made.” 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








Verdicts for Defendant in Action Based on Negli- 
gent Administration of a Hypodermoclysis 


Collings v. Northwestern Hospital of Minneapolis 
(Minn.), 277 N.W. 910. 


This was an action for damages based upon 
the alleged negligent administration of a hypo- 
dermoclysis to the plaintiff, which is alleged to 
have resulted in necrosis of the tissues. There 
were verdicts for the defendant, and plaintiff’s 
motion for a new trial was overruled. This order 
was affirmed. 


The solution used was the normal saline solu- 
tion used under the circumstances. Plaintiff in- 
sisted that necrosis resulted from the use of an- 
other solution, but offered no proof of its nature. 
The court held that under the evidence a jury 
would not be justified in an inference that necro- 
sis had occurred as the result of using some other 
solution, for the evidence also showed that necro- 
sis might have resulted from an edematous con- 
dition in plaintiff’s thighs. 

The court rejected application of the doctrine 
of res ipsa loquitur, saying: “It is settled law in 
this state that negligence will not be presumed 
from the fact that treatment by a physician does 
not result in a cure.” Again: “The trial court 
was correct in limiting the issue to the question 
whether defendant was negligent in failing to ter- 
minate the hypodermoclysis at an earlier time, 
and this issue was decided adversely to plaintiff.” 

siesta 
Charitable Institutions Not Liable in Wisconsin 
for Their Negligent Acts 


Waldman v. Y. M. C. A. of Janesville (Wis.), 277 
N.W. 632. 


Plaintiff’s son was injured as the result of a 
defective diving board slipping sideways and 
striking him. There was no question but that de- 
fendant, a charitable institution, was negligent; 
but, under Wisconsin law, charitable institutions 
are not liable for their negligent acts. Conse- 
quently, the judgment in favor of the plaintiff 
was reversed. 





Claim Against Corporation for Hospital Services 
to Injured Employee Dismissed 


Millett v. Mackie Mill Co. (Wash.), 76 P. (2) 311. 


This was an action by an individual who had 
taken an assignment of a hospital’s claim, against 
the defendant, based upon its promise to pay for 
the hospital services to an injured employee. The 
president of defendant had told the employee that 
defendant would not pay more than $65. It was 
held by the trial court that the promise to the 
hospital, being in writing, and being unrestricted, 
was binding, and that it covered all of the hos- 
pital services, amounting to $361.42. Judgment 
was entered in favor of the plaintiff, but it was 
reversed on this appeal and the complaint was 
dismissed. 


The court here took the view that since the de- 
fendant was not permitted, under its articles of 
incorporation, to act as a guaranty or surety com- 
pany, the act of defendant in guaranteeing the 
hospital services was without its corporate 
powers, 


—_———<———— 


Filing of Liens by Charitable Hospitals in 
Accident Cases 


Ferguson v. Ruppert (N. Y.), 1 N.Y.S. (2) 967. 


This decision construed the New York statute 
which permits the filing of liens by charitable hos- 
pitals in accident cases where the accident oc- 
curred within the week next preceding admission 
of the patient to the hospital. The hospital 
claimed a lien, but inasmuch as it had not been 
cited to appear in these proceedings, the court 
refused to make any order or pass upon the valid- 
ity of its lien. The court indicted that for a hos- 
pital to claim a lien under such circumstances it 
must show a strict compliance with the terms of 
the statute allowing the lien. 


——< 


Liability of Charitable Hospital for Negligence 
Resulting in Death of Child 


Cunningham v. The Sheltering Arms, 135 App. 
Div. 178, 119 N.Y.S. 1033, affirming order of 
new trial in 61 Misc. Rep. 501, 115 N.Y.S. 576. 


This was an action brought by a mother, suing 
as administratrix, seeking the recovery of dam- 
ages for allegedly wrongfully causing the death 
of her minor son. The complaint was dismissed. 


It appeared that plaintiff’s child had died as 
the result of falling from a window during the 
absence of an attendant. Defendant was a chari- 
table institution, and, of course, relied upon that 
fact in making out its defense. The Supreme 
Court, Appellate Divisions, said: ‘Upon the evi- 
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dence it is more than doubtful whether the at- 


‘tendant was guilty of negligence, or whether the 


accident was the natural and probable result of 
any act of hers, or one which she should have 
foreseen. There is a broader ground, however, 
upon which the order appealed from can be sus- 
tained, and one on which we prefer to place our 
decisions, since it will dispose of the litigation. 
As has been said, the defendant is a benevolent 
and charitable organization, and it did not lose 
this character because the mother of deceased 
contributed towards the expense of his care... . 
It appeared that the attendant to whom the plain- 
tiff seek to attribute negligence was a person of 
long experience in the care of children in institu- 
tions, and no question is made as to her general 
capacity. It is a well established rule, upheld by 
a number of decisions in this and other states, 
that a charitable institution, from which no finan- 
cial benefit accrues to its directors or organizers, 
is not liable for an injury to a recipient of its 
charity resulting from the negligence of a person 
employed by the institution in the furtherance of 
its objects, providing that due care had been ex- 
ercised in selecting the employee. Whatever may 
originally have been the reason for the rule, it is 
now too firmly established to be questioned here, 
and should be considered as constituting an ele- 
ment of the relation between the benefactor and 
the beneficiary.” 


—_—>———— 


Liability of State Hospital for Negligence Alleged 
to Have Resulted in Death of Lunatic 


Smith v. State, 169 App. Div. 438, 154 N.Y-.S. 
1003. 


This was a claim, presented by the widow of a 
lunatic, against the State of New York, for dam- 
ages alleged to have been sustained by reason of 
the death of her husband. The husband had been 
committed, and had escaped from the institu- 
tion, his body being found some two weeks later 
in the East River. The Board of Claims dis- 
missed the proceedings for lack of evidence to 
state a cause of action against the State. The ac- 
tion of the Board was affirmed. 


The court said: “Any doubt which may have 
existed as to the freedom from liability for the 
negligence of its physicians and surgeons in the 
treatment of patients of a hospital maintained 
within this state as a charitable institution for 
the care and healing of the sick must be regarded 
as having been settled by the decision in Schloen- 
dorff v. New York Hospital, 211 N.Y. 125, 105 

N.E. 92, 52 L.R.A. (N.S.) 505.” 


“That the same exemption from liability ap- 
plies to persons who have been forcibly incarcer- 
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ated by public authorities in penal institution and 
there detained against their wills, must be re- 
garded as settled in this state, and in certain other 
states as well.” 


“.... The commitment of the deceased to the 
State Hospital was a right conferred by statute, 
and was indispensable both for his welfare and 
for the welfare of the community, and I think 
that an implied waiver of liability of the hospital 
for the negligence of its physicians and attendants 
may be assumed in such a case, as well as in the 
case of an indigent sane patient voluntarily com- 
mitted to a charitable institution.” 


“There is not in this record such legal evidence 
as would establish liability against an individual 
or a corporation in a court of law or equity, as- 
suming that such individual or corporation could 
be held liable for the negligence of its servants. 


“We think that the mere fact of the escape 
does not raise a presumption of negligence upon 
the part of the hospital authorities in selecting 
_competent attendants, or of negligence upon the 
part of the attendants resulting in the escape of 
the deceased.”’ 


en 


Charitable Hospital Not Liable for Tortious Acts 
of Its Medical Staff and Personnel 


Butler v. Lincoln Hospital and Home, 155 N.Y.S. 
1001. 


Plaintiff brought this suit for damages and 
based it upon the theory that he had been mali- 
ciously confined by defendant in an institution for 
the insane. The evidence showed that plaintiff 
had been admitted to defendant hospital, a chari- 
table institution, that he was sent to Bellevue 
Hospital as an insane person, and subsequently 
to an asylum maintained by the state. The court 
disposed of his complaint shortly, saying: “It 
appears from the pleadings that the defendant is 
a charitable organization, and is not liable for the 
tortious acts of its physicians and servants.” De- 
fendant’s motion for a judgment in its favor was 
granted. 


neces 


Liability of Charitable Hospital for Injuries 
Caused by Negligence of Ambulance Driver 


Van Ingen v. Jewish Hospital of Brooklyn, 99 
Misc. Rep. 655, 164 N.Y.S. 832, judgment for 
plaintiff affirmed in 182 App. Div. 10, 169 
N.Y.S. 412, and the latter judgment affirmed in 
227 N.Y. 665, 126 N.E. 924. 


Plaintiff was a nurse, and was riding in an 
ambulance owned by defendant charitable corpo- 
ration, which ambulance collided with an automo- 
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bile, causing the injuries for which suit was 
brought. 


Defendant was in every sense of the word a 
charitable hospital. However, the ambulance in 
question was used also to answer police and other 
municipal calls, and the hospital received com- 
pensation from the municipality for such service. 


The plaintiff was a stranger to the charity, 
i. e., she was not a beneficiary of defendant’s 
bounty. Consequently, she could recover against 
defendant for the negligence of its driver if she 
could make out a case. The court was of opinion 
that negligence had been shown, and that the ver- 
dict of the jury was justified. 


or 


Owner of a Hospital Held Liable for Negligence 
of Nurses in Employ of the Hospital 


The Supreme Court of Idaho, in the case of 
Corey v. Beck (Idaho), 72 P. (2d) 856. The de- 
fendant owner of the hospital, a physician, and 
the nurse who helped care for her, were sued by 
a patient for damages due to burns from hot water 
bottles. The plaintiff alleged that the nurses who 
attended her were not servants of the operating 
physician, but were under the exclusive control 
and direction of the defendant physician, owner 
of the hospital. 


A general demurrer was interposed by the phy- 
sician defendant and was sustained by the trial 
court, and the plaintiff appealed to the Supreme 
Court of Idaho. 


In the opinion of the Supreme Court of Idaho, 
the trial court erred in sustaining the demurrer. 
In the first place, the complaint charged negli- 
gence on the part of the defendant physician and 
the nurses in failing to treat the burns after the 
patient was taken from the operating room. A 
hospital conducted for profit is liable for the neg- 
ligence of its employees in the care rendered a 
patient subsequent to an operation. The com- 
plaint alleged specifically that during the opera- 
tion the nurses were not servants of or under 
the control of the operating physician but of the 
defendant physician, the owner of the hospital, 
and the court knew of no authority for holding 
that such a relation could not as a special circum- 
stance legally exist. 


The complaint, in the opinion of the court, 
stated a cause of action against the defendant 
physician, and the demurrer should have been 
overruled. The trial court was directed to over- 
rule the demurrer and to entertain further appro- 
priate proceedings. 





Some Medicolegal Aspects of Nursing 


JOHN M. DUNHAM 


The law gives an exclusive franchise to 

students who have fulfilled the educational 
and professional requirements. In 1909 the State 
of Michigan, by statute, provided for the regis- 
tration of nurses and trained attendants. No one 
who has not complied with that statute, as 
amended, has a right to practice nursing, exclud- 
ing, of course, the humanitarian right of one to 
assist another. No one who has not complied 
with the law may hold himself or herself out as a 
nurse for compensation. Having given the nurse 
this exclusive right, the public expects the best 
and highest type of service from her. It expects 
her to uphold the dignity, the ethics, and the finest 
traditions of her profession. 


NY tie ts is a profession, not merely a job. 


Relation of Patient and Nurse 


The relation of patient and nurse is one of trust 
and confidence. Everything she learns about a 
patient is confidential. What a doctor necessarily 
learns when he treats a patient is confidential. 
It is a breach of his professional ethics to reveal 
anything he has so learned, except in the cases I 
will mention. The relations of the nurse with the 
patient are the same as the doctor’s and she may 
not properly reveal anything about her patient, 
except under certain conditions. 


The confidential relation may be severed by the 
patient bringing a suit for personal injuries. In 
that event, it is held in most states that he has 
waived the privilege and that either the doctor or 
the nurse may, as a witness in court, testify to 
any or all of the facts surrounding the particular 
injury. In other civil cases, the relation may be 
waived by a distinct positive waiver of the priv- 
ilege given in open court. In criminal cases it is 
usually held that the privilege has been waived if 
the case concerns or grows out of the matter 
which is the subject of inquiry, or is in issue. I 
think these are the only exceptions and, aside 
from these, the good nurse and the successful 
nurse will treat whatever she has learned while 
on a case as a closed book. 


Case Records 


The importance of keeping thorough and de- 
tailed case records cannot be over-emphasized. 
Some day a nurse may be a witness or party to a 
malpractice action. In such case, the most thor- 
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ough records are necessary. I have personal 
knowledge of a malpractice action involving sur- 
gery where the doctor might have obtained a 
favorable verdict had certain missing facts been 
incorporated in the hospital record. Such cases 
usually come to trial long after the patient has 
been treated or operated. Memory must not be 
trusted—the complete history of the case should 
be in writing. 


Records are necessary in other cases. When 
a nurse goes out into the practice of her profes- 
sion she may some time have some difficulty in 
obtaining her compensation for service. Should 
it become necessary to, bring suit for it, she will 
find carefully kept records most helpful. The 
patient may die and she may have to file a claim 
against his estate and, again, she will find written 
evidence far better than mere recollection. 


The Nurse in the Home 


A nurse, when engaged in private homes, may 
be asked to sign her name as a witness to legal 
documents. The most common occurrence of 
this is the witnessing of wills when a patient may 
be very ill. She does not have to sign such papers 
unless she desires. It is not a part of her duties. 
It is a little courtesy. Undoubtedly, in most cases, 
a nurse is glad.to accommodate the patient. Of 
course, the nurse may thereafter be called into 
court to testify as to the proper execution of that 
document, as to the mental condition or capacity 
of the patient and, perhaps, as to the surround- 
ing conditions—the influence, if any, the coercion 
or duress used in obtaining the execution of such 
legal paper. The common case, of course, is the 
will. If you have signed your name as a wit- 
ness, it means merely that you have witnessed the 
execution of that paper, but you may be called 
into court thereafter to tell about it. If so, you 
are entitled to compensation for your services as 
a witness as provided by the rules of the particu- 
lar court. 


It might be well to mention here that when a 
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nurse goes into a home she should maintain her 
professional attitude and, above all, not gossip. 
She should not pry into the family history or 
family relations. Not only is there nothing worse 
than a gossiping nurse, but that reputation may 
prevent one from obtaining work. It may, also, 
lead to serious trouble. Sometimes nurses have 
been sued for slander. She is there to take care 
of the patient, not to learn the family difficulties. 
The more she learns of them or tries to learn of 
them, the greater the chance she runs of being 
called into court as a witness, sometimes, in a case 
growing out of domestic affairs. 


In the event the patient is unconscious or if 
he should pass away, the nurse should protect his 
possessions and see that articles of jewelry, etc., 
are cared for until the proper official or members 
of the family call for them. 


Consent to an Operation 


When a surgeon is employed to operate on a pa- 
tient, we will say an appendectomy, he has no 
right to also remove a gall bladder. Any time he 
goes beyond the limits of the original operation 
agreed upon with the patient, technically he com- 
mits an assault upon the patient and he renders 
himself liable to respond in damages for doing it. 
There may be many cases where a doctor feels 
justified in giving attention to some condition he 
discovers during the progress of the operation. 
He has no legal right to do it. A surgical nurse, 
assisting in this work, may, if she knows the 
situation, and actively participates in the assault, 
render herself liable the same as the doctor. Many 
medical men criticize this rule of law, but it is 
based upon sound public policy. By far the 
greater proportion of medical and surgical prac- 
titioners are sincere, capable, honest men, most 
of them self-sacrificing to a high degree. That is 
true with all professions and yet, occasionally, 
there will be a doctor, just as there will be a law- 
yer, who transgresses and goes beyond legitimate 
bounds. A patient under an anesthetic might be 
imposed upon by some surgeons. The rule that a 
surgeon must be held in his operation to the work 
agreed upon is, therefore, a sound rule. 


In this connection, I urge the adoption by sur- 
geons of a written consent to an operation. Re- 
cent medical periodicals have contained such 
forms. They are well drawn and in a given case 
specifically authorize the operating surgeon to 
exercise his best judgment and do what may be 
necessary if some unusual and serious condition 
becomes apparent during the progress of the orig- 
inal operation. I need not add that a nurse ought 
never to be a party to any operation that might 
border in the least on the criminal. 
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Malpractice and the Nurse 


The word “malpractice” is more of a bugaboo 
than anything else. I think many doctors have 
magnified the word and the comparative infre- 
quency of malpractice cases. Other doctors blame 
the legal profession and courts for even tolerating 
such cases. However, there is such a thing as 
a malpractice case and neither a nurse nor doctor 
should try to fool themselves about it. If there 
were not such a thing as malpractice there would 
have been no occasion for courts, in the past, to 
have formulated rules regarding them. Malprac- 
tice cases are rare. Cases with any merit are still 
more rare. I think I am safe in saying that nine- 
teen out of twenty complaints that are made to 
legal practitioners have no merit whatever. I 
think that a large percentage of alleged claims 
against doctors never go beyond the offices of 
good fair-minded lawyers. Of cases that are ac- 
tually brought to court, many never come to trial 
because lack of merit becomes apparent before 
trial is reached. Usually the client has not told 
his attorney the truth nor all of the facts. 


You may ask, “What is malpractice?” Well, 
in plain English, it is just carelessness. It is 
negligence. A nurse may be guilty of malpractice 
just as well as a doctor. The doctor is held, in his 
practice, to the same standards of care and treat- 
ment as are possessed and exercised by the aver- 
age practicing physician in the same or in similar 
communities. Surgeons practicing in finely 
equipped class “A” hospitals in large cities are 
held to the same standards of care and treatment. 
The medical practitioners in small country towns 
are held to the same standards as their brothers 
in like communities. Of course, the village doctor 
cannot be held to the same standards as the highly 
trained practitioners in well equipped hospitals. 
Nurses with fine training are held to high stand- 
ards of care. There is nothing about malpractice 
to cause any worry, if a nurse exercises her best 
judgment and gives to her patient the best care 
that she can give, and avoids neglect and care- 
lessness. That is the best advice a lawyer can 
give to anyone practicing in the field of medicine 
and surgery. 


The Nurse as a Witness 


A generation ago a trained nurse might go 
about her work for a lifetime and never be in- 
volved in a lawsuit. Conditions, however, have 
changed. We are living in a most complex age. 
The motor vehicle has brought in its wake the 
greatest single class of litigation known to juris- 
prudence. Modern industry and other new con- 
ditions contributing to our accident rate make 
the presence of nurses on the witness stand quite 
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ordinary. As a general rule, a nurse is what we 
call an ordinary witness. She is askéd merely to 
relate facts, and these will be gathered largely 
from the records she should have kept of the case. 


Undoubtedly, there are cases where nurses 
might be called and qualified as expert witnesses. 
An expert witness is one who expresses an opinion 
upon a given state of facts. The lawyer merely 
asks, the expert witness to assume that certain 
facts are true and then calls for the opinion of 
the witness upon such facts. I can conceive of 
many situations in which a nurse can be an ex- 
pert witness. 


My suggestions, to aid you in being a good wit- 
ness, are few in number. If you are to be an 
expert witness, insist that the hypothetical ques- 
tion be carefully prepared and that you have full 
opportunity to study it and go over the entire 
groundwork with the attorney in the case. If 
you are an ordinary witness, even though you 
know your case and have your records, go over 


the facts with the attorney who subpoenas you. 
Nothing helps a case like adequate preparation. 
There is no harm in discussing a case with coun- 
sel. On the contrary, it is the thing to do. 


When you are a witness, be clear cut and con- 
cise. You need pay little attention to the attor- 
neys. Talk to the court or to the jury. Look 
them in the eye. Make your answers short and 
impress upon them that you are telling the truth. 
You may some time meet a“smart-alecky” lawyer, 
but you need pay little attention to him. Do not 
get “smart-alecky” yourself. Never try to argue 
with an attorney when you are on the witness 
stand. Just be sure you understand the question 
and then answer it fairly and promptly. If you 
do not understand the question, you can always 
have it reread to you. Remember, that character 
and ability soon show themselves on the witness 
stand. Above all, maintain all of the dignity, all 
of the ethics and obligations of your profession. 


Carry on its finest traditions. “Be yours to hold 


it high.” 





Roofs 


The most popular covering for flat roofs is 
tar and gravel. The tar waterproofs and is easily 
applied in angles, flashings, corners, etc., and the 
gravel protects it from puncture due to walking, 
falling objects, etc. 


Five years is the usual guaranty on such roofs, 
but guaranties up to twenty years may be secured. 
The difference is in quality of material used and 
care and thoroughness in workmanship. For 
best results in the standard four-ply roof many 
prefer one layer of thirty-pound felt and two 
of fifteen-pound, rather than the customary four 
of fifteen-pound felt. The base must be care- 
fully prepared, free from nail heads or small 
objects capable of puncturing the felt layer, and 
each layer must be thoroughly mopped on. Width 
of lap must be carefully watched to be certain 
there are no thin areas. Thus in a four-ply the 
lap must cover a full three-fourths of the preced- 
ing layer. 


For tarred roof, tarred felt must be used; for 
asphalt roof, asphalt felt. The two do not mix 
well. 


If leaks develop—usually after five years— 
sweep or blow loose gravel and dust away and 
look closely for cracks. If many are found, or 
felt is dry and brittle a new roof must be ap- 
plied. But do not remove old felt. Scrape and 
brush clean of gravel and dust, mop with a good 
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layer of tar and apply new roof over old. Old 
gravel can be used again but must be cleaned free 
of sharp articles such as glass and organic mat- 
ter, such as twigs, hair, etc. Dust in the finish- 
ing gravel does no harm but serves rather as an 
added protection to the roof surface. 


i 


Packard's History of Pennsylvania Hospital 

“Some account of The Pennsylvania Hospital 
from 1751 to 1938,” by Francis R. Packard, M.D., 
is the title of the very interesting history of Penn- 
sylvania Hospital. 


It is a volume of 133 pages in board binding, 
well illustrated, with prints of the original build- 
ings, photographs of its founders and early mem- 
bers of its medical staff, old equipment and 
instruments, and reproductions of the charter and 
other historical documents. 


It is an authentic account of our oldest hospital, 
written in the pleasing style of the author. It is 
filled with the lore and tradition of hospital and 
medical service of the past two hundred years, and 
vividly portrays the work of Benjamin Franklin, 
Doctors Philip, Syng, Physick, Bond, Morton, 
Fothergill, Shippen, Benjamin Rush, John Coak- 
ley Lettsom, Benjamin West, and a host of others. 


The volume is published by the Engle Press, 
Philadelphia. It will be a welcome addition to the 
library of every hospital. 
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Public Relations of a Hospital in a 
Small Community 


F. WILSON KELLER 


edly very vital to the hospital in the small 

community because of the intimate “one- 
large-family” atmosphere which exists in such 
communities. News and gossip travel fast in 
town and village, and unless a hospital has a 
sound public point of view, many unpleasant tales 
may be heard about the hospital at every cock- 
tail party and over every bridge table. 


A SOUND public relations policy is undoubt- 


I believe it was Mark Twain who said, ‘“Every- 
one talks about the weather, but no one does any- 
thing about it.” All patients talk about their hos- 
pital experience, and what are we going to do 
about it? Let us capitalize it. 


The Satisfied Patient Is the Best 
Advertising Agent 


After all, a satisfied customer is considered in 
business as its best advertising agent. Have we 
stopped to realize what advertising value we have 
in the many contacts our patients make for us? 
If we figure it out, it will take on the proportions 
of a chain letter. To be conservative, suppose 
that each patient writes four letters while in the 
hospital, and has only six visitors. Multiply these 
ten probable contacts by the number of patients, 
and you will be astounded at the result. If your 
hospital is a busy 100-bed one, you will probably 
average 2,000 patients annually. Ten times 2,000 
is 20,000, and if we add the 2,000 patients for 
their word-of-mouth publicity, we have 22,000 
contacts in the normal course of events. This, of 
course, does not take into consideration the vast 
number of people who are affected by the mes- 
sages these patients spread abroad after they have 
left the institution. From such calculations, 
which are sound, it seems apparent that the pub- 


lic relations policy should begin within and ema- 


nate from our four walls. 


Impressions That Create Good Will 
for the Hospital 


What are the main things which create good 
will within our hospitals? What are the things 
which make the greatest impression upon a pa- 
tient? What besides his operation does he talk 
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about? The first and sometimes the most lasting 
impression a person receives is when he comes 
through the front door. How often do we over- 
look the human element in our busy routine of 
hospital management? How often do we get so 
close to our task that we forget the fear, the ter- 
ror, and possibilities of recovery which are in the 
mind of every patient and his loved ones as they 
enter our institutions? 


A number of years ago, it was necessary for 
me to take a loved one to a hospital other than 
my own. In seeking this institution, I found that 
the role of hospital administrator had fallen com- 
pletely from my shoulders, and in its place was 
the weight of concern for my loved one’s care. 
A number of institutions were visited, but we 
were not impressed. Finally, as my wife and I 
walked into a hospital, we were received by the 
telephone operator, who was also the receptionist. 
We are unable to recall what she said, but the 
way she said it and the way we were received, 
made such an impression upon us that we realized 
then and there that we had found the institution 
we were seeking. 


If we can create within the minds of the pa- 
tient and his family the feeling that they have 
entered a haven of safety where they can place 
their troubles in strong and capable hands, we 
have made the first important step in developing 
potential disciples for a splendid public relations 
policy. Although it appears on the surface to be 
a simple matter, a superintendent should give con- 
stant thought and a great deal of time to the wel- 
come in the front office. 


Starting with the front office, this friendly feel- 
ing and the solicitude for patients and their 
friends must be carried through their entire hos- 
pital experience. The nurses, the maids, the por- 
ters, and the elevator operators, should be made 
to feel that they have an integral part in creating 
a friendly feeling and warm hospitality toward 
our guests and visitors. Just to mention a few 
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possibilities, to create a friendly atmosphere in 


our hospitals—and many more will come to your . 


minds daily—How often do we find a visitor wan- 
dering aimlessly around, while some employee, be 
it a porter, maid, special nurse, or even the super- 
intendent, hurries hither and yon, busy with his 
duties and totally disregarding the bewildered 
visitor. A few seconds to inquire if he can assist 
will go a long way to create that friendly feeling 
of welcome. Impress on your personnel the value 
of never losing an opportunity to do a favor for 
a patient. 


This leads to another thought. Too rigid ad- 
herence to rules and regulations is not always 
good policy in any situation, and much less in hos- 
pitals where one deals constantly with worried 
minds and tense nerves. How often patients and 
visitors on making a request are bluntly told that 
it can not be granted because of some rule. Would 
it not be a wise policy to instruct our personnel 
never to say a thing can not be done? If they are 
unable to honor a request, have them refer it to 
someone in authority, who will grant it, if at all 
reasonable, or decline it with a courteous and ade- 
quate explanation. 


Good feeling in a hospital should begin at home, 
that is, with the staff. Patients frequently write 
unsolicited complimentary letters. I wonder how 
often the superintendent pats himself on the back, 
and without handing the “good news” down the 
line, files the letter away. I know of one super- 
intendent who takes excerpts from these letters, 
mimeographs the “good news” under the title 
“Bouquets,” and posts them around the hospital. 
No names are mentioned—just merely from a pri- 
vate, semi-private or ward patient. Why shouldn’t 
we share with the personnel the nice things which 
are being said about the service they are render- 
ing? It will put them on their mettle and also 
make them feel that their efforts are appreciated 
by the patients and by the superintendent. Such 
a circular as the one entitled “Bouquets” might 
also be expanded into a brief house organ by the 
superintendent who will then have opportunity to 
insert some of the ideas he is trying to get over 
to his staff. 


The Suggestion Box 


No superintendent, no matter how hard he tries, 
can get a corner on wisdom. His personnel also 
have good ideas. A suggestion box would con- 
tribute not only to improving the service, but to 
making the employees feel that they themselves 
are contributing to the success of the hospital. 


What is another subject which our potential 


disciples talk about most? Food. Not so long 
ago we had in our hospital a very important mem- 
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ber of our Board of Governors. Word came down 
to the superintendent that this important lady 
was shocked at the quality of food the hospital 
was serving. Why, she had been at the last meet- 
ing when the superintendent reported to the 
Board that the new dietitian had made a vast im- 
provement in the food service. She would tell the 
Board the truth—the dietitian was ruining the 
reputation of the hospital rather than improv- 
ing it. . 

On investigating a method to build up his de- 
fense, the superintendent found that the lady had 
been put on a low protein, salt-free diet, and no 
one had told her that she was not enjoying the 
regular menu. On a subsequent admission, she 
was on the regular diet, and fortunately for the 
superintendent, her story was a different one. A 
superintendent can not give too much time and 
attention to the quality of the food, and the man- 
ner in which it is served. Next to speaking of 
his operation, a patient will talk most about the 
food service. 


When the Medical Staff Builds Up Good Will 


How can the medical staff help us in our public 
relations program? Good will, which has taken 
years to build up, can crash to at least a tempo- 
rary ruin by the injudicious handling of patients 
by our intern staff. We all know that the house 
staff offers a peculiar problem all its own. The 
members of a house staff constitute a rapid turn- 
over, and oftentimes these members do not as- 
similate quickly enough the spirit of the institu- 
tion to which they are attached. 


However, if the superintendent will take the 
time to have an interview with each house doc- 
tor as he comes on the staff, he can cut complaints 
from this source materially. In a kindly and 
friendly manner tell him the problems you are up 
against in your hospital relations with the com- 
munity. A patient may come to the accident room 
with a speck in his eye while the doctor is at his 
dinner. To the doctor, this may not be serious or 
urgent, but it is most serious to the patient if he 
is kept waiting. In his mind is the possibility of 
the loss of his eye. Get your house staff to re- 
spond to accident cases promptly. It will save a 
good many headaches from gossip heard in the 
community. Explain to your staff that the pa- 
tients they see in the accident room are the type 
of patients they are going to see in their offices 
when they start struggling to establish private 
practices. Impress upon them that they might as 
well develop a technic in handling patients while 
they are in the hospital, for it will mean more 
ready money in their pockets later. 


Show an interest in your house doctor’s prob- 


HOSPITALS 





lems, and make him feel that you are always ac- 
cessible to help him and to cooperate with him 
in solving them. If such an interview is handled 
correctly, he will realize that you are also inter- 
ested in his welfare, and you will have made an 
important friend for your public relations policy. 


Can our attending staff help us to further our 
public relations policy? Decidedly so. Our medi- 
cal staffs fill our institutions for us, and they can 
also be our emissaries in the community. 


Lay superintendents are often criticized by the 
medical staff as being unable to see the medical 
point of view. This may or may not be a fair 
observation. It would seem, however, that any 
hospital superintendent, if absorbed in his posi- 
tion, certainly can acquire enough of the medi- 
cally trained attitude of mind to at least get by. 


It is frequently heard said that the members of 
the medical staff are temperamental and often un- 
reasonable in their demands and requests. A 
give-and-take policy with the medical staff will go 
a long way towards a better mutual understand- 
ing between the administrator and the doctors. 
When a member of the medical staff walks into 
the superintendent’s office, the superintendent 
often is likely to surround himself with a pro- 
tective wall against requests, by promptly taking 
a defensive attitude, with the result that the staff 
member is impressed with his chronic “no” and 
“objectionist” attitude. If the staff is made to 
feel that the superintendent appreciates their 
point of view, and is interested in the develop- 
ment of the hospital, not only from the economic 
and business aspect, but also from the medical 
and scientific angles, he will find that the staff 
members are ready and willing to understand the 
problems with which he himself is confronted. 


The medical staff has its problems as well as the 
superintendent, and it should be the responsibil- 
ity of the superintendent to render his assistance 
to the staff in helping them with these problems. 
The superintendent, in a small or large hospital, 
has a wonderful opportunity to assist in develop- 
ing the scientific prestige of his hospital. Scien- 
tific prestige will not only give you a better hos- 
pital, but will attract other reputable doctors to 
the hospital—doctors whom you may be anxious 
to have on your courtesy staff. The superintend- 
ent should give every assistance to the doctors at 
their staff meetings. A room should be provided 
for this purpose, and the superintendent should 
delegate someone to see that whatever equipment 
is necessary to make these meetings click is avail- 
able and set up, ready for use. Attend these meet- 
ings, and you will absorb some of that medically 
trained attitude. 


A superintendent who lends a receptive ear to 
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the requests and suggestions, and who shows an 
interest in his medical staff, will create within the 
staff, boosters for the hospital. Make the doctors 
feel that they want to, rather than have to, send 
their patients to the hospital. This will also pro- 
duce a desirable reaction within your community. 


Value of the Superintendent’s Contact 
With the Patients 


The superintendent of a small hospital has a 
decided advantage over that of a large hospital, 
in that he should be able to see every patient at 
least once while in the hospital. This is a won- 
derful opportunity to promote his public relations 
policy and find out how it is functioning. By 
thoughtful and skillful questioning, you can get 
the patients’ reaction to the care they are re- 
ceiving. Very often the patient can render help- 
ful suggestions for improving the service. A su- 
perintendent, sitting in a swivel chair, can not get 
the point of view and mental reaction of the pa- 
tients to the service of his hospital. The sick 
person has a decidedly different outlook than the 
person who is fortunate enough to enjoy good 
health. If a patient has some criticism or sug- 
gestion to make, let him feel that he has, at least 
to some extent, helped to improve the quality of 
the care you are attempting to give. You will 
make a life-long friend for the hospital. 


Superintendent, a Public Relations Agent 


A hospital superintendent has other responsi- 
bilities than those within the four walls of his 
institution. The public has built and maintains 
our hospitals, and therefore the hospital superin- 
tendent is often thought of as a quasi-public offi- 
cial. He should at all times keep his hand on the 
pulse of the community to learn what the people 
are thinking about his institution, and he should 
bend every effort to give them what they expect. 
To build up good-will in the community, the hos- 
pital should work hand in hand with the welfare 
agencies, be they no better organized than the 
clergy or the supervisor of the poor. A vital part 
of social welfare is health, and therefore a close 
working arrangement should exist between these 
groups and the hospital. 


Our citizens are constantly made conscious of 


‘the protection they are receiving night and day 


from our local police and fire departments. A 
public relations policy should be so conceived that 
the hospital stands as another sentinel along with 
the police and fire departments for the protection 
of our citizens. To illustrate my point: Recently 
the hospital, with which I am connected, received 
a call for an ambulance from a very excited 
woman. When the ambulance arrived, they found 
a child entangled in its stroller. The child was 
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released and examined. No bad effects were evi- 
dent. The maid, apologetically, explained to -the 
ambulance doctor that the mother had left for the 
day, leaving her alone with the infant. Her last 
words were, “If anything happens to Betty, call 
the hospital.” 


A feeling such as this can be created by letting 
the community know they can depend upon the 
hospital for help in their homes. Lending beds, 
and other equipment to patients, and clysis and 
transfusion sets to the doctors for treatment in 
the home, will help teach the citizens that the hos- 
pital is not a walled town all by itself, but a vital 
part of the community. 


No matter how much we try in a small com- 
munity to build up goodwill, there frequently will 
be heard some unpleasant gossip. A method which 
has worked effectively in some localities to mini- 
mize this unpleasantness can be achieved by a 


Public Relations Committee of the Board. The 
function of this Committee should be to investi- 
gate all complaints to satisfy the complainant that 
steps have been taken to correct the error, if such 
has occurred, or to clear up any misunderstand- 
ing. It is astounding the results which can be 
obtained by such a policy. You will find that per- 
sons will come with complaints directly, rather 
than talk about them in the community, because 
they will learn you are receptive. They. will not 
be so prone to pass on idle gossip, because they 
will know they will have to substantiate their 
words when the complaint reaches the hospital. 


Doctor Goldwater has stated that, among other 
qualifications, a superintendent should be able to 
accept criticism profitably. Might not this, along 
with a happy and contented hospital, sum up a 
good Public Relations Policy in a small commu- 
nity? 





Institutional Housekeeping Presents a 


Challenging Profession 


ANNA WALDEN 


is vastly more complex than it used to be, 

and is a constantly varying problem in 
diplomacy and education, which makes it both 
interesting and challenging. Its fundamentals 
are not generally understood by the public, they 
are not always understood by many employees, 
some of whom hold executive positions. 


fis casts more management in a hospital 


Two of the principal aims of the National Ex- 
ecutive Housekeepers’ Association, which was or- 
ganized in New York in November, 1930, are: 


1 To educate the public to the importance of 
the true housekeeping job in the modern 
hotel, hospital, clubs, ete. 

2 To encourage a wider knowledge of hotel 
and hospital problems on the part of the 
executive housekeeper, to enable her to 
become a more valued member of the es- 
tablishment with which she is associated. 


The housekeeping department is likened to the 
hub in the wheel, and it cannot function properly 
without the cooperation of all its component parts. 
Its activities are varied and complicated. There 
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is no part of an institution with which it is not 
associated, since it primarily involves ‘“Cleanli- 
ness” as well as “Organization,” and it has its 
place among the major departments. 


Increasing Responsibilities of the Housekeeper 


A great deal has been written concerning the 
qualifications required for an executive house- 
keeper. They are quite exacting and they are 
ever changing and growing. The qualities which 
were desirable some few years ago are of sec- 
ondary importance today. Modern science and 
building expansion have brought greater responsi- 
bility to the housekeeper. There is great differ- 
ence between the old time housekeeper and those 
of the present day. The former depended upon 
years of hard work to gain prestige and she kept 
her knowledge and her technics to herself. The 
modern housekeeper talks with facts and figures, 
shares the result of her work, and gains by ex- 
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change of ideas and information with others in- 
terested in the same field of work. 


The exacting demands of present day methods 
of housekeeping make it essential that the per- 
son desirous of holding this position must have 
a good general education with a background of 
business experience. These fundamentals must 
be augmented by several years of practical ex- 
perience in either a recognized hotel or hospital; 
also to specialize in working at and studying the 
manifold tasks of the staff and the housekeeping 
department’s specific problems in order to be able 
to meet her many daily human contacts. 


In addition to having a practical knowledge of 
the work and a keen interest in it, the house- 
keeper must have a knowledge of and a liking 
for people. 


Her innumerable duties and responsibilities can 
be classified under three headings: management, 
supervision, and instruction. 


Technique of management is required by plan- 
ning the work and working the plan, so that a 
high standard of efficiency may be maintained and 
labor turnover reduced to a minimum. 


Schedules simplifying the duties of all her 
workers require considerable thought. They 
should also determine the most economical meth- 
ods of cleaning, the order of operations, and the 
tools to be used. It is important that each worker 
is provided with a copy of his schedule so that he 
will know exactly what is expected of him. Due 
to departmental changes over which the house- 
keeper has no control schedules frequently have 
to be adjusted. 


Supervision, which of necessity must be con- 
stant, should insure as much speed in the per- 
formance of the work as is consistent with thor- 
oughness. 


Personnel problems, or the handling and train- 
ing of help, are among the most numerous and 
difficult situations with which the housekeeper 
has to deal, especially where the wage scale is 
inadequate and in some cases, the working con- 
ditions unsatisfactory. She requires teaching 
ability, as there is a definite need for training 
and upgrading the workers. It is definitely rec- 
ognized she must train her personnel if she is 
to develop an efficient, loyal, and intelligent work- 
ing force. Good instruction should teach the 
worker to avoid lost motion and repeats; also, 
how, when, and why certain procedures should be 
followed or certain work done. 


In larger establishments, it is necessary to 
delegate the mass of detail to assistants or in- 
spectresses, who should be capable of accepting 
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responsibility and have initiative in helping to 
maintain the standards which the executive 
housekeeper has set up, so that she may have 
time to plan and review her job in its entirety. 


Need For Trained Assistants 


There is a very definite need for training of 
assistants, as suitable applicants are difficult to 
find. In hotels where there are opportunities for 
the promotion of capable employees, the problem 
is not so acute, but in hospitals opportunities are 
limited. 


Women with no background of experience are 
anxious to enter the housekeeping department, 
little realizing the magnitude of the job, or what 
it entails ; they are surprised at such questions, as: 


1 How many rooms are standard for one 
maid to take care of?- 

2 How would you take care of linen? What 
checking system to avoid its loss and de- 
struction? 

3 What area of square feet per hour should 
a man be able to mop? 

4 How many windows can be washed per 
day? 


Some think by taking correspondence courses 
they can immediately secure first-class positions 
as housekeepers. I think, if these prospectives 
could attend evening classes in required subjects, 
it would help materially; or a short course at 
some college near the source of their employment. 
After, or with a theoretical course, experience is 
the best teacher. Therefore, you will recognize 
the executive housekeeper’s responsibility in 
training assistants. 


Operating costs, purchasing, laundry and linen 
control, and interior decorating are a few of the 
things with which a housekeeper must be famil- 
iar so that she may be able to administer her 
budget to secure maximum results at a minimum 
expenditure. She must also be able to interpret 
her needs to her manager or administrator, and 
at all times, endeavor to cooperate with other 
departments. 


It is most essential that records be kept of 
every phase of the work in the department, to 
avoid loss of energy and time, and for ready 
reference. 


Some Interesting Facts About Housekeeping 


The housekeeper must also have a thorough 
technical knowledge of materials and equipment. 


The material handled in the housekeeping de- 
partment is a fascinating study in economic his- 
tory, a modern science, linking the four corners 
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of the earth. The more housekeepers know of 


the history, ingredients, and manufacturing proc- . 


esses of these materials, the easier it will be to 
have their workers take care of them. 


The history of linen and cotton is an interest- 
ing study from flax and flower to the finished 
product. Linen takes us back to the beginning of 
time. We read of robes and vestures of fine 
linen in the Bible. Cotton was well known and 
in common use in India long before the Christian 
era. This is the fabric with which housekeepers 
deal in the largest quantity. 


Silk was first woven in China almost 3,000 
years before the Christian era; there is an inter- 
esting romantic story of this discovery. 


Wools, which form the basis of rugs and car- 
pets, come from thirty-five different countries. 
Sheep raising was one of our first industries. The 
nomads seeking pasture land was an important 
factor in the growth of civilization. The story of 
the wool from the shearing of the sheep down to 
the finished product is another fascinating study. 


The art of weaving is one of the earliest of 
human occupations, although there is no known 
record just when human intelligence first went 
into activity in this respect; it has been passed 
down from generation to generation. Into this 
weaving went the finest fleeces of mountain sheep, 
the silky hair of special breeds of goats and 
camels. 


The manufacture of soap is another historical 
study. The remains of a soap factory were found 
in the ruins of Pompeii. Oils and fats used in 
soap come from many countries. 


Even the hair broom which we use, the hair 
may be imported from either Russia or China. 


Interior decorating is still another interesting 
study. Utility, together with harmony of color, 
proportion, and design, are major considerations 
in present day furnishings. 


Floor treatment and maintenance has also be- 
come a scientific study. The attractive appear- 
ance of well kept floors is an asset to any building. 
Among the essential things to know are: 


1 The kinds of floors and important ingredi- 
ents used in their manufacture. 

2 Characteristics of floors; geod, bad, and 
wearing qualities. 

3 Types of cleaners and treatments which 
are injurious to the floors and those which 
are not. 


Nurses’ Residences and College Dormitories 


We hear so little mentioned about the nurses’ 
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residences and college dormitories in the science 
of housekeeping, but I consider they demand the 
same careful study to find the best way of carry- 
ing out the work. 


As you know, historically, nurses were housed 
in basement rooms, attic rooms, or rooms adjoin- 
ing the wards of the sick. Since hospitals have 
increased in size and number with the establish- 
ment of schools for nursing, buildings for nurses 
have been erected both as a residence and for 
educational purposes, many of which, today, are 
quite modern and conveniently constructed, so 
that standards for better living conditions have 
developed in the nurses’ residences. 


The highest value of residential life is cultural. 
That is, the arousing of an appreciation for re- 
fined and homelike surroundings, and for social 
relationships. An harmonious environment can- 
not help but have its effect on one’s attitude to- 
ward other people, as well as respect for one’s 
self. The housekeeper and homemaker aims to 
create and maintain the atmosphere of a well or- 
dered home, that these young people may be happy 
and contented while they expand their energies 
and creative abilities in their chosen professions. 


How Shall We Classify Housekeeping? 


Art is defined “as the familiarity with such 
principles, and skill in applying them to an end 
or purpose.” Does not this fully apply to the 
duties of the executive housekeeper, the nature 
of which is involved in giving them the attributes 
of a science? 


G. K. Chesterton’s remark, “There are no un- 
interesting things but only uninterested people,” 
may well be applied to housekeeping. 


Why in this field of opportunity are not more 
women of higher education and intelligence at- 
tracted to take up the study? In its essentials 
it is woman’s work. It is the nation’s largest 
single industry and is one of the finest as well 
as the oldest professions in which women can en- 
gage. Throughout the ages woman has been the 
homemaker. . 


Successful housekeeping and home-making 
must take its place among the high spots of pro- 
fessional achievement, and the women who be- 
come expert in this profession must feel a gen- 
uine respect for the dignity of their work. Suc- 
cess also depends upon energy and capacity and 
willingness to work long hours, as well as a de- 
gree of ambition, artistic feeling, and mental 
alertness which must be brought to this task of 
making and maintaining a home for the general 
public. The fact that one is making people happy 
and comfortable gives inspiration to hard work. 
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Intern Training in Hospital Administration 


HOWARD S. PFIRMAN, M.A. 


training of administrative interns as there 

are administrators. However, one principle 
which most executives seem to agree upon is that 
regardless of background, theory should be asso- 
ciated with practical experience. In other words, 
education plus “manipulation” leads to good ad- 
ministration. This is the belief of Herbert N. 
Morford who is keenly interested in the problem 
of the training of administrative interns and who 
is carrying on an interesting experiment at the 


Tessin are probably as many ideas about 


Prospect Heights Hospital, Brooklyn, New York. - 


After selection of the administrative intern has 
been made, and, over a period of months, he has 
had a general introduction to the problems in- 
volved in a hospital by serving at the switch 
board, information desk, and business office, the 
intern is placed in one particular department of 
the hospital. Here he is to make a study of that 
department in detail, using his own initiative as 
to method. Short conferences are held periodically 
with the administrator where guidance, help, and 
answers to questions are given. 


The laundry was the first department in which 
I, as an administrative intern, was placed and at 
this time I did not know the difference between a 
tumbler and an extractor. The first days were 
spent in observing, talking with the workers, 
learning the formula, and in some cases helping 
in the work. 


While attending the Institute for Hospital Ad- 
ministrators at Chicago one of my field trips in- 
cluded a trip to the American Hospital Associa- 
tion library where the value of the packet library 
was learned. I sent for literature on the laundry, 
which proved very helpful and while studying this 
material made visits to the various commercial 
laundries observing production methods, formula, 
and various types of products used. 


Returning to the hospital laundry another pe- 
riod of observation and study was made. This in- 
cluded inspection of machines for inefficiency, the 
study of wash room chemistry, time studies, that 
illusive pH, and among other things the wear of 
hospital linen. The findings, totaling 29, were re- 
ported to the administrator. Placing the reported 
recommendations into force was the next step in 
training. 
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Excerpts from the Report 
Break (First Wash of Laundry Wheel) 


It was observed that the break is being run at 
a temperature between 80 and 90 degrees (tap 
temperature). To this is added a combination of 
one-half break powder and one-half built-up laun- 
dry soap. Since the water is at a low temperature 
and a built-up laundry soap contains a large por- 
tion of high titre soap (soap dissolving at a high 
temperature) it is evident that the soap is not 
being dissolved but remains insoluble to be rinsed 
away. 


A pH test should read between 10 and 10.5 on 
the break. However, the combination being used 
of break powder and built-up laundry soap tested 
at 8.9, which is little more than a strong rinse. 
Following experimentation, study, and a survey 
of commercial and institutional laundries a break 
of soda with a 10 to 15 per cent content of low 
titre soap (soap dissolving at a low temperature) 
was introduced and gives a reading of 10.3 with 
assurance that the soil is being removed from the 
linen. 


Recommendation: The self-made break, by test, 
has proved satisfactory and by its use a saving 
of approximately 50 per cent is being made. It 
is recommended that this be continued in a ratio 
suitable for the soap added to act as a coloidal 
agent which will probably be around 30 per cent 
from last tests made. To save time and labor, 
scoops of the correct proportion have been placed 
in the separate barrels that the right amount 
may be added at each operation. 


Blankets (Woolen) 


Blankets are being washed twice and rinsed 
three times. They are then extracted and tumbled 
for drying. Their surfaces are somewhat hard. 


Recommendation: Commercial laundries visited 
wash woolen blankets twice in water about 12 
inches deep at 90 degrees temperature (in com- 
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parison to our 10 inches and 90 degrees). How- 
ever, in commercial laundries they are only rinsed 
once thereby leaving a small amount of the soap 
in them. This keeps them soft and gives them 
more body. It is suggested that this laundry start 
the practice of higher water (to reduce the pound- 
ing and thereby prolong the life of the blanket) 
and to reduce the rinses to two or even one. 


Commercial laundries do not tumble blankets 
but hang them over racks to dry at room tem- 
perature. The heat from the tumbler tends to take 
the shape out of the blanket and shrink it. It is 
suggested that the commercial practice be tried 
to determine a comparison. 


Time Studies of the Wheels 


Time studies of the wheels revealed that where- 
as the scheduled time to be run for the break was 
10 minutes they were being run between 10 and 
20 minutes. The suds according to the schedule 
at the time of the study was to be run 10 min- 
utes; however, this operation varied from 7 to 
25 minutes. Rinses varied from 17 to 28 minutes. 
The time for an entire wash according to the 
schedule should have taken 45 minutes. However, 
the time studies revealed that the time varied 
from 38 to 90 minutes. 


This means that some clothes were being over- 
washed (and consequently unnecessarily worn) 
while others were not being thoroughly laundered. 
Furthermore, with a variation in time, the flow of 
production through the laundry is sporadic, re- 
sulting in slack periods one time and overcrowd- 
ing at others. 


Recommendations: It is recommended that the 
time of each operation be kept on each wheel. This 
can be done by tag or chalk and by so doing over- 
washing, underwashing, and sporadic flow of pro- 
duction will be eliminated. 


Extractors 


I Following repairs to the brake and cylinder 
rubbers the production of this unit has been in- 
creased 25 per cent. In time studies on four dif- 
ferent days involving 24 extractions the minimum 
was 6 minutes and the maximum time for extrac- 
tion of one load was 27 minutes. Too little time 
leaves the clothes damp making necessary two 
runs through the flat work ironer. Too much time 
is a waste of electricity, causes unnecessary use 
of the machine, wears the linen, and retards the 
flow of work. 


II In a time study on four different days in- 
volving 25 extractions the minimum extraction 
was three minutes, the maximum 32 minutes as 
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compared with the schedule of about 12 minutes. 


-Average time for the combined operation of load- 


ing and unloading the extractor was four minutes. 


Since each extractor holds 60 pounds (dry) and 
each will take from three and one-half to four 
loads an hour (in other words 420 to 480 pounds, 
combined) and since the combined capacity of 
both wheels is 375 pounds an hour, there are ade- 
quate facilities for smooth flow of production pro- 
viding there are (1) continuous linen supply, (2) 
timed operation of wheels and extractors. 


Recommendation: As in the wheels, it is recom- 
mended that the time be kept on the starting of 
each operation of each extractor which is to be 
run from 12 to 15 minutes. This will add to 
smooth flow of work, uniform extraction, and 
minimum wear on the linen. It is further sug- 
gested that the weeks the linen is weighed that 
the extractors be tested for efficiency of extrac- 
tion. 


Problems 
Standardization 


Samples of cover cloth of various grades and 
prices were secured from many manufacturers, 
gratis, (enough to supply the laundry for three 
months) and careful check was kept on the wear 
each gave. Prices varied from twenty-odd to 
sixty-odd cents a yard. Most samples gave one 
and one-half to two-week performance while the 
cloth chosen gave three-week performance at a 
price of forty-odd cents a yard. 


Clogged Production 


Other problems which had to be solved were 
the three “bottlenecks” in production flow. One 
was the supply of soiled linen from the floors, an- 
other the speed and steam pressure of the flat 
work ironer, and the third the adjustment of 
available labor to a seeming shortage of steam 
presses in the laundry. Through the cooperation 
of the head of the laundry the last problem was 
solved by having the steam presses iron only the 
skirt, the bodice to be hand ironed by the regular 
hand ironer, and a girl from the flat work ironer 
during the days the uniforms were washed. The 
engineer adjusted the matter of steam pressure 
while the flat work ironer was speeded through 
alternate feeding of sheets and spreads instead of 
consecutive feeding of spreads, etc., as well as 
better extraction resulting from timed operation. 
The first phase, that of supply of soiled linen from 
the floors is still in consideration with the nursing 
department. 


Starch 


Uniforms were being finished cracking stiff and 
not pliable. By changing to : better grade of 
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starch at the same price, one-third less is being 
used and no more complaints are being received. 


Doctor’s Gowns 


Doctor’s gowns, a continual mending problem 
because of their many ties being torn off, were 
being placed in the wheel with other laundry. 
Following recommendations they have been kept 
in separate containers in the operating and de- 
livery rooms and are netted before being washed, 
eliminating much of the mending problem. Fur- 
thermore, belt ties of all new doctors’ gowns are 
now sewed around to the sides of the waist in 


order that they will not tear so readily at the small © 


point of stitching in the front. 
Tests 


A very important problem of the laundry is 
the strength of the wash formulae. Through the 
courtesy of one of the commercial plants visited a 
chemist made pH tests and it was found that we 
were using four times more sour at 1714 cents a 
pound than was needed. Furthermore, the soap 
being used was not doing a good job. As the re- 
sult of these tests and through correspondence 
with soap companies a set was assembled with 
enough chemicals to last a year for less than four 
dollars. Now tests of the final rinse of the wheels 
are made twice a week and pH tests on the entire 
wash formulae once a month. This assures good 
washing without damage to the fabric and gives 
proof that certain holes in the linen could not be 
caused by the laundry. Tests on laundry soap are 


being continued until a product is found worthy 
of standardization. 


Results 
Through various studies greater efficiency, re- 
duction of cost of operation, and the shortening of 
the working day by one-half hour was accom- 
plished; a dollar and cents saving as well as a good 
will benefit. 


In so far as administrative training is con- 
cerned, I went to the department knowing little 
if anything about it and through guidance on the 
part of the administrator, intensive study, prac- 
tical work, and interest in a period of two months 
I had become acquainted with the department suf- 
ficiently to administer its operation if the occasion 
demanded. 


Being placed in the positions of the learner, the 
worker, the student, and the administrator af- 
forded a splendid opportunity for the study of the 
many problems of personnel arising in an insti- 
tution. 


Looking Forward 


Since leaving active consideration of the laun- 
dry, stores, purchasing, and the dietary depart- 
ment have been studied, and definite projects such 
as standardization of supplies and job analysis 
have been assigned. Through this method of ap- 
proach it is felt that not only is a sound principle 
of education being applied, namely the applica- 
tion of the study, but both the institution and the 
intern are benefiting. 





T. F. Alexander Resigns 


T. F. Alexander, one of the most competent 
hospital administrators in the South, and for five 
years superintendent of the Tampa Municipal 
Hospital, resigned, effective May 1. Mr. Alexan- 
der had discharged a difficult task with credit and 
honor. He had undertaken to administer a mu- 
nicipal hospital, expensive in construction and 
more expensive to operate. This in the face of 
increasing costs of all hospital commodities, in- 
creasing wage scales, and increasing demands for 
the care of charity patients. The operating costs 
mounted each year, with no substantial increase 
in income from income patients. The deficits be- 
came greater each year, necessitating larger ap- 
propriations of tax funds for the hospital support. 


No administrator could have done better and no 
successor will do better if the standard of pro- 
fessional and hospital service is maintained, and 
a comparable amount of charitable service is ren- 
dered. Mr. Alexander was the fine type of honest, 
qualified, competent administrator, whose first 
consideration was thy, care of the patient, and 
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who in the faithful discharge of his duties to the 
indigent sick of his city was forced to resign 
through circumstances over which he had no con- 
trol. 


Mr. Alexander was succeeded, May 22, by Dr. 
D. L. Sprinkle, a former intern of the hospital. 
For the past two years Dr. Sprinkle has been a 
resident at the University of Maryland. He will 
serve in the dual capacity of head of the x-ray 
department and superintendent of the Tampa 
Municipal Hospital. 

nies tlie edi 
Winnipeg Hospital Service Plan 

The Winnipeg Hospital Service Plan has been 
formed and is now completing arrangements con- 
cerning rates, benefits, and selection of an ex- 
ecutive. An enabling act was passed by their leg- 
islature in March. They will probably have a 
partial or full family-coverage plan and will begin 
enrollment in the fall. Dr. George F. Stephens, 
superintendent of the Winnipeg General Hospital 
and past president of the American Hospital Asso- 
ciation, has been active in the committee promot- 
ing this plan. 
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Something New 








“WATCH THE BALL OF PROGRESS AS IT ROLLS” 








“A blessing in disguise usually has difficulty in establishing its identity,” so comments a modern 


philosopher. 


There is often woe and tragedy in an institution when antiquated equipment finally 
breaks down. But that breakdown is nearly always a blessing in disguise. 


The day the new and 


modern equipment is installed a new era usually starts in that department, radiating an effect through- 
out the building. Good buyers therefore make a constant study of new equipment. 


Thoughts on We were discussing small econo- 
Saving mies not long ago with a dietitian. 

She had divided her work for ad- 
ministrative study in an interesting way. She 
discovered ways to save money in the manner in 
which food is served, all of which amounted to a 
tidy sum each month. For instance, we saw the 
ice cream being dispensed with a new gadget. 
It was entirely new to us—a small self-defrosting, 
non-mechanical dipper. Ice cream was served 
much quicker, with far less labor, and with a sav- 
ing of ven to twenty per cent of the cream, due to 
the elimination of packing down the cream caused 
by the ordinary mechanical servers. Most im- 
portant of all was the cleanliness of this method 
—no dipping into water. So we were curious 
about this gadget and found that it is called a 
Zeroll Ice Cream Dipper, made by The Zeroll 
Company, Toledo, Ohio. There are no triggers or 
ejectors. It is a smooth one-piece casting with 
a self-defrosting element, hermetically sealed in 
the handle. 


en 


His Majesty’s The modern baby, as he surveys 
Handmaiden his kingdom, is becoming more 

and more autocratic. He is lay- 
ing down the challenge to science. In every de- 
partment of his life science has become his hand- 
maiden, working with heightened intelligence for 
his well-being and comfort. Not long ago the 
Lewis Manufacturing Company, with the intelli- 
gence at their disposal, made a study of his maj- 
esty’s most personal apparel—the diaper. Hos- 
pitals, doctors, and especially nurses, with eyes 
keen for improved methods, have welcomed the 
new gauze diapers which Lewis Manufacturing 
Company of Walpole, Massachusetts, are intro- 
ducing. Heavy, bulky, old-fashioned diapers will 
soon be seen only in museums like the old nurs- 
ing bottle with a long rubber hose. Here you 
now have diapers without hems, made of softer 
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material which laundering makes still softer. 
They have an open weave, wash easier, dry faster, 
and are more absorbent. They are so much eas- 
ier to handle, especially in the laundry and they 
require no ironing. The hospital in recommend- 
ing these Curity Layette Diapers to new mothers 
will be introducing one of science’s most valuable 
contributions to the greater comfort of that very 
important personage who rules many a house- 
hold. 


——_.———— 


Follow the Did you ever stop to think that the 
Rules matter of a clean hospital can be 

taken care of by following a set of 
rules. In this way you can get the best results 
most economically. You will get the idea if you 
carefully read a new book prepared especially for 
hospitals by The J. B. Ford Company of Wyan- 
dotte, Michigan. Their’s is “The business of 
keeping things clean.” And when you read this 
book you are aware that they have approached 
this subject as practical scientists. The net re- 
sult is the same as if you had called in chemists 
and other scientists to study and recommend a 
set of rules for you to put into effect in your hos- 
pital, which would insure the utmost in cleanliness 
at all times. This is a guide book with all the 
answers. 


ee 
If You Are Aside from this business of run- 
a Golfer ning a hospital, there is a problem 


confronting many an executive these 
days. That is his golf score. A lost ball is a 
double liability; it costs a stroke and the price 
of the ball. And if a man is a good buyer he 
knows the cost of golf balls. A versatile young 
Irishman we know has invented and put on the 
market a new contrivance which retrieves your 
lost ball from the rough or the water, and it can 
be used to smooth over sand traps. It is an in- 
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geniously devised folding rake. Collapsed, it fits 
in your bag like your driver. Open, it is a rake 
equipped with telescope handle for reaching in 
the water. It is always in your bag ready to 
smooth. out the annoyance of the lost ball. It costs 
$2.75. It would make a good prize for your hos- 
pital personnel golf tournament. If you are in- 
terested, write to William J. Walsh, 647 South 
Clarence Avenue, Oak Park, Illinois. 


—_—<__—_—_ 


What About Air 
Conditioning? 


The subject of air condition- 
ing presents many ramifica- 
tions to the director of hos- 
pital activities. The day has come when the man- 
ager of an efficiently appointed hospital cannot 
ignore the special advantages which air condi- 
tioning offers. Close attention is being given to 
the different types. In Waukegan, Illinois, right 
out on the shore of Lake Michigan, there is the 
factory of Johnson Motors. For many years they 
have developed the famous outboard motors 
known wherever there is water to sail upon. Re- 
cently they applied their genius to an air con- 
ditioner which they call the Johnson Space Cooler. 
This unpretentious device will answer the air 
conditioning problem for many a hospital super- 
intendent. It occupies very little space, is very low 
priced with an operating cost of around twenty- 
five cents for full ten hours. 


It cools, cleans, and dehumidifies; is quiet and 
has the appearance of a smart table model radio. 
There is nothing to do but plug into the nearest 
light socket. Here you have single room air con- 
ditioning at a cost that does not mean a burden. 
Write Johnson Motors, Export Division, Wauke- 
gan, Illinois, for literature. 


a 


A Good Adver- Many and devious are the ways 
tisement of advertising. For example, a 

hospital director never knows 
what little thing will bring patients to his hospital. 
Translated into terms of business, the staff is 
generally looked upon as the sales force. Some 
hospitals use brochures and other devices, such 
as newspaper publicity, but sometimes it is a little 
thing never thought of as advertising which 
brings patients to your hospital. Take for ex- 
ample the story which Harry Applegate of Ap- 
plegate Chemical Company tells. A patient at 
St. Mary’s Hospital, Duluth, upon arriving home 
from the hospital found she had inadvertently 
packed one of the nightgowns belonging to the 
hospital among her belongings. The name was 
indelibly marked on the gown the Applegate way. 
The gown was put aside with the intention of re- 
turning it. No doubt the check list of the hospital 
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showed a missing nightgown. Time passed. The 
lady was again about to become a hospital patient 
but was undecided about which hospital. Hap- 
pening upon the gown marked St. Mary’s Hos- 
pital she decided to go there, and to take the gown 
with her. She did, and now she and her entire 
family always patronize this hospital. So the lost 
nightgown proved an investment. 


—— 


Both Ends Meet About the time you think you 
and Part are going to make both ends 

meet along comes some one 
who moves the ends farther apart. But here is 
where that idea helps to save. We ran across a 
unique costumer which is a money and space 
saver. Picture an ordinary upright costumer 
(or clothes tree) with the usual hooks for hats 
and coats. Now split this down the middle and 
pull each half apart. A folding rod across top 
and bottom snaps open and upon the upper bar 
you can hang ten or twelve coats. No more try- 
ing to pile a dozen coats on one costumer. Open 
it up and there is a place for all the coats. If 
you are interested address ARIEL, Syracuse, 
Indiana. 


—_<__—_ 
Walk in It can be said that the man who in- 
Silence vented shoes covered the world with 


leather. For wherever you walk in 
shoes your feet are upon leather. But shoes do 
become muddy. So a manufacturer in Toledo, 
Ohio, has made a study of mats for all kinds of 
floors. They are ingeniously designed to remove 
and trap dirt from the soles of shoes; provide 
safety, comfort, and silence—very appealing at- 
tributes to serve in a hospital. Beauty of design 
and color make these mats decided assets in floor 
decoration. The American Matting Company, 1717 
Adams Street, Toledo, obviously can take care of 
any problem you may have where matting can 
serve to provide softness and silence. 


——— 


For Those Who 
Serve the Bedside 


Have you seen the new items 
introduced by Wear Ever 
Aluminum of New Kensing- 
ton, Pennsylvania? They have developed their 
ware to serve in the sickroom. Their new emesis 
basins in two sizes and their sterile gauze can 
will find a warm welcome. They have the Alumi- 
lite finish, which is satin-smooth to the touch, 
easy to keep clean, and of course exceedingly light 
in weight. They “can’t chip, won’t tarnish, and 
can’t rust,” and will not mark uniforms. Inspect 
a sample and you will see what they mean in a 
second. 
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The Front Office 


LEROY P. COX, C. P. A. 


quently undermanned. Unless enough people 

are employed to handle the office work, the 
hospital generally loses many times the salaries 
saved. I have seen several hospitals which, be- 
cause of their small office force, only sent out one 
bill for a patient. There was no time for a fol- 
low-up due to lack of help. Naturally, the losses 
were high. Very few bills are as hard to collect 
as old hospital bills. Constant plugging away on 
old accounts is necessary to obtain desired results. 


T ve office force of the small hospital is fre- 


Our floor-duty nurses seldom realize that they 
can help the office in seeing that bills are paid. 
It is to their interest to cooperate in this prob- 
lem. Sometimes a chance remark of patient or 
relative has indicated that the bill is going to be 
protested. A brief explanation by a nurse, if 
questioned, possibly as to need for extra charges, 
might help in obtaining more prompt payment of 
the bill. 


Credits 


We strive to obtain a deposit in advance cov- 
ering one or two weeks’ charges for each patient 
entering the hospital. Often that cannot be done, 
if we adhere to our principle of never refusing 
admittance of a sick person to our hospital. 


When credit is granted, we must not let any- 
one feel that it can be had for the asking. It is 
only fair to those who pay in advance, to see that 
credit risk is investigated. This is done not only 
for our financial protection, but so that the patient 
can be assigned to the proper section of the hos- 
pital in accordance with his financial circum- 
stances. 


When our admitting clerk does not receive pay- 
ment of one or two weeks in advance, the patient’s 
relatives are referred to our credit department, 
where satisfactory arrangements are made or pa- 
tient classified on our records as “Free.” We ask 
the doctors to help by calling us before sending 
the patient to the hospital. This enables us to 
have credit details ready for discussion with rela- 
tives and prevents embarrassing delay. 


The young lady in charge of our credit depart- 
ment is acquainted with a great many people in 
our city and knows their financial circumstances. 
She has the Credit Reporting Association infor- 
mation available, or by working with WPA and 


Presented at the meeting of the New England Hospital Asso- 
ciation, Boston, March 10, 1938. 
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Relief Departments, she can obtain quick informa- 
tion regarding the patient concerned. The patient, 
meanwhile, has been taken to the accommodations 
selected. If the interview with the credit depart- 
ment shows a patient’s relatives cannot afford 
higher priced accommodations, the patient is 
transferred to a ward. 


While our collections may not average as high 
as some other hospitals, our average is high from 
all those who can pay. 


Analysis of payment possibilities and prompt 
and persistent follow-up are necessary to collect 
hospital accounts. Analysis of the business and 
home conditions determine whether a mistake was 
made in assigning the patient when he entered 
the hospital. There is no use in keeping an ac- 
count in the active file if people cannot pay. 
Where a future possible payment can be antici- 
pated, the patient’s card should be put in a file 
marked for attention at some definite future time. 


Use of Form Letters for Collection Purposes 


A system of form letters, preferably short and 
to the point, can be devised. I suggest three or 
four, each form to be sent out at the end of two- 
week periods, if no results have been obtained. 
The wording should be gradual from a request to 
a demand. A lawsuit should not be threatened 
unless it is to be carried through, if necessary. 
We have two cases in court process now. Fortu- 
nately, we have not had to decide whether local 
cases should be given to the court or not. The 
cases we have in court now are out-of-town ac- 
counts. 


If the patient who can pay ignores the bills and 
letters, telephone him at 7:00 a. m. or 9:00 p. m. 
or possibly telegraph collect. <A little unusual rou- 
tine sometimes wakes people up. A call at odd 
times is remembered more than one during the 
bustle of business hours. So much for collections. 


Where there is twenty-four hour switchboard 
service, the night operator has considerable time 
to make out bills, address envelopes, and do other 
clerical work. It might be necessary to pay a lit- 
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Did you ever work at work you loved? 


Do you have a position like that? do you want one? 
will you give it all you have if we find one for you? 


For you . . . if you'll trade even . . . we will find 
work that’s like the work you've dreamed of having, 
planned on getting, hoped for, dreamed for, worked 
for for five, ten, twenty years. 


If we find it for you, if you take it, we ask that you 
trade even. We ask that you meet it more than 
half way, ask that you take it with the enthusiasm 
of youth, ask that you meet it every morning, every 
night, with excitement, head up, chin up, a smile 
for every jolt. 


Give it all you have. Know all there is to know 
about it. Master it. Make your task the talk of 
the hospital. And you'll love it! 


You live all, most all, of your life in the work that’s 
yours. Make it a finer life; do finer work; and 
contentment and happiness must be yours for hos- 
pitals are made or they stand still depending upon 
the likes of you. 


Are you interested? do you want a finer position? 
will you trade even? give it all you have? Then write 
us .. . we've a position for you you will love or we 
will find it for you. That is our great work. 
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tle more for an operator who is capable of han- 
dling clerical and telephone work, but it will often 
prove profitable. Sometimes a part-time worker 
in another department, as in the dietary depart- 
ment or laundry, can be made a full-time worker 
and help in the office. It is much better to have a 
full-time rather than part-time worker. 


Value of Cost Accounting—Out of Town Patients 


I have found it important to keep a list of pa- 
tients by towns showing names of patients, num- 
ber of days in hospital, amount paid before dis- 
charge, amount billed, and the amount paid by 
the end of fiscal period. A column is also shown 
for cost, figured as days in hospital multiplied by 
per capita cost for the fiscal period. One of the 
day workers is responsible for these figures, but 
they are listed and computed by the night tele- 
phone operator. I can recall a recent three-hour 
controversy with representatives of a nearby town 
who objected to our soliciting in their town dur- 
ing our campaign for funds. Being rated as a 
prosperous community, they objected to paying 
for poor patients from other towns. After con- 
vincing the representatives, by use of schedule 
described, of our loss of over $1,000 incurred by 
caring for citizens of their town, objections were 
withdrawn, pleasant feelings restored, and enthu- 
siastic workers in our campaign gained because 
these figures were available. 


Obviously, towns not supporting their own hos- 
pital should contribute funds to the hospitals par- 
tially supported by gifts or taxes of those in a 
nearby city. We lose approximately $12,000 a 
year on patients who do not reside in our own city. 
Strong sentiment is developing to take emergency 
cases only, unless the outlying towns pay the loss 
over and above contributions for-care of patients 
from their jurisdiction. 


Another analysis we are keeping is charging 
accounts of patients and their dependents against 
accounts named for their employers. By showing 
the loss, at per capita cost of course, we convince 
employers that the hospital charity or part-pay 
service affects them directly. As a consequence 
of this analysis, contributions are often increased. 
This analysis does not take much time and may 
be done at odd moments. 


Costs that are logical can be easily obtained 
and will, no doubt, satisfy your trustees and the 
public. 


Determining Cost Figures 


We cannot profitably obtain an actual cost fig- 
ure on eaeh patient even though patients are in 
adjoining beds in a ward. One patient requires 
so much more than another in nursing care or 
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food. We can, however, show the cost per ward 


_ or floor and divide by the number of patient days 


for which service was rendered. If required, the 
cost of caring for different classifications of sick- 
ness can be ascertained by following a pattern 
similar to that given above. 


It is not necessary to keep costs continually in 
a small hospital, but recommend a six months’ 
analysis every two or three years. 


Direct and Indirect Costs 


Direct costs are chargeable to each particular 
department and consist of wages, materials, etc. 
Indirect costs must be apportioned by one of sev- 
eral different methods. 


The first step is to determine the departments 
for which you desire to find the cost. Possibly 
these will be private maternity, part-pay mater- 
nity, ward maternity, private floor, male surgical 
ward, female surgical ward, etc. Typed or mimeo- 
graphed slips are prepared, so that the supervisor 
can report to the office the time, in hours, which 
each nurse works in her department or subdivi- 
sion of her department. Of course, the material 
requisition slips which, no doubt, all hospitals use, 
should be priced and charged against each depart- 
ment. 


All data can be entered and figuring done for a 
six-month period. However, I would rather do 
this for six one-month periods. 


When payroll and material charges for the 
month are apportioned to each department, there 
should be no item of direct hospital expense left 
over. It is not good practice to include in these 
costs any so-called capital expense, such as inter- 
est paid on loans, large items for new equipment, 
expense of income-earning property, etc. With 
these exceptions all of the months’ accounts pay- 
able and payroll should have been charged to some 
department. 


Direct Department Costs 


You now have the direct department costs. The 
next step is most puzzling to some hospital execu- 
tives who have talked to me about costs. This 
step is simple and logical, however. Common 
sense must be used in distributing the cost al- 
ready charged to overhead or service departments. 
The division of costs can be on different bases. 
Your judgment should govern. For instance, 
housekeeping cost could be divided into other de- 
partments according to floor space ratio, but some 
hospitals close up wards not in use; therefore, this 
basis of dividing costs would not apply. I would 
use nursing payroll as a basis. Distribution of 
overhead and service department costs can be ac- 
cording to total payroll, to sections of payroll, 
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RMOUR Pituitary Liquid (Poste- 
A rior Lobe) is effective as an aid 
in delivery because it stimulates con- 
tractions of the uterus. Obviously it is 
important that you be able to predict 
the patient’s reaction to a given 
amount of Pituitary Liquid! The dif- 
ferent reactions of different patients 
cause enough variation .. . suppose 
the potency of the Pituitary Liquid 
itself were not standardized! 

That’s where the guinea pig comes 
in. The uterus of a guinea pig, when 
stimulated by Pituitary Liquid, con- 
tracts very much as the human uterus 
does .. . and these contractions are a 
whole lot easier to measure. To deter- 
mine the potency of Armour Pituitary 
Liquid we actually do measure the 
contractions of a guinea pig uterus. 
We do this on samples of every batch. 
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to cost of material used, to floor space, to patient 
days in each department or to some arbitrary 
division. 

I would distribute administration first. This 
would be divided among all other departments and 
is generally distributed according to total payroll, 
less administration payroll. Heat, lighting, and 
power logically come next. There is no exact 
method of dividing power cost unless you have 
many meters. Your engineer should give you the 
proportion of power used by laundry, kitchen, 
sterilizers, etc. Generally, the town or city engi- 
neer or public utility company engineer will spare 
time to check on the division of this cost. Once 
determined, a change is rarely necessary. 


If you are interested in kitchen and laundry 
department costs as separate units, you now have 
them. A proportionate amount should be added 
where meals are provided for laundry workers or 
considerable laundering of kitchen items is done. 


Indirect Cost 
There are now several service department to- 


tals, sometimes called indirect cost, to be divided. 


_ These are probably kitchen, laundry, x-ray, lab- 


oratory, general housekeeping, etc. I advocate, in 
the smaller hospitals, adding these together and 
dividing proportionately according to the nursing 
payroll chargeable to the departments of which 
you desire to find the cost. Some authorities will 
not agree with this, but I believe the division 
given above is logical. Of course, for larger hos- 
pitals, a finer distribution could be made, but for 
practical purposes, the distribution suggested will 
do. The direct and indirect costs are added to- 
gether for the departments and by dividing by 
number of patient days for period, a figure per 
patient results. 


I believe you will find the maternity depart- 
ments the most costly, if you figure a mother and 
infant as one unit. You will also find, contrary 
to most ideas, that ward patient day cost is nearer 
to private room cost than you have figured, unless 
there is a radical difference in food served in these 
departments of your hospital. 





Sixth Annual Montana Conference of the Catholic 
Hospital Association 


On Wednesday, May 18, His Excellency, the 
Most Reverend Joseph M. Gilmore, D.D., Bishop 
of Helena, opened the Sixth Annual Conference of 
the Catholic Hospital Association of the United 
States and Canada with the celebration of the 
Holy Sacrifice of the Mass and an address in the 
chapel of St. Patrick Hospital. 


The program included registration; speech of 
welcome by Reverend J. Blackmore, S.J., pastor 
of St. Francis Xavier Church; president’s address 
by Sister Mary William, Holy Rosary Hospital, 
Miles City. 

The guest speaker was the Reverend John W. 
Barrett, Director of Hospitals for the Archdiocese 
of Chicago, and second Vice-President of the 
American Hospital Association. In his discus- 
sion, “Nursing School evaluation from the stand- 
point of a diocesan director of Hospitals,” Father 
Barrett clarified in the minds of the sisters a num- 
ber of important issues. He stressed especially 
the fact that the two organizations interested in 
the evaluation and accreditation of schools of 
nursing, the Catholic Hospital Association and the 
National League of Nursing Education, are vol- 
untary organizations, having no legislative pow- 
ers. The State Boards alone have legal status in 
this matter. The Montana Conference went on 
record as welcoming the Evaluation and Accredi- 
tation program of the Catholic Hospital Associa- 
tion. 

After a sketch of the history of the National 
League of Nursing Education by Sister Mary 
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Linus, R.N., St. James Hospital, Butte, delegates 
left on a trip to St. Ignatius mission, where they 
were entertained by the staff of Holy Family Hos- 
pital. Three addresses Thursday forenoon fol- 
lowed the invocation by Reverend D. P. Meade: 
Dr. Donald Hetler of the State University depart- 
ment of Bacteriology spoke on “Qualifications for 
Laboratory Technicians” ; Sister Mary, R.N., M.A. 
of the College of Great Falls, spoke on “Accredit- 
ing of Schools of Nursing for College Degree 
Courses”; and Dr. F. I. Terrill, superintendent of 
the state tuberculosis sanitarium, spoke on the 
treatment of tuberculosis. During the afternoon 
session, Reverend J. J. O’Connor of Carroll Col- 
lege discussed “The Social Security Program and 
Hospitals.” , 

The Association officers re-elected for a second 
term of office were: President, Sister Mary Wil- 
liam, Miles City; first vice-president, Mother 
Theosebie, Lewistown; second vice-president, Sis- 
ter Mary Ann Anaconda; treasurer, Sister M. Wil- 
helmina, Great Falls; secretary, Sister Mary Mag- 
dalen, Missoula; executive board members: Sis- 
ters Mary Corona, of Billings; Mary Linus, of 
Butte; M. Visitation of Kalispell; Germaine, of 
Havre; and Mary Ignatius, of Fort Benton. 

The Association voted to send Sister Mary Wil- 
liam, president of the Conference, as a delegate 
to the meeting of the National Association, to be 
held in Buffalo. 

Among the fifty delegates were representatives 
from all of the Catholic hospitals of the State. 
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Among the Associations 
State and Province Association News 


Tri-State Hospital Assembly 


The 1938 Tri-State Hospital Assembly met in 
Chicago at the Stevens Hotel on May 4, 5, and 6. 
This large meeting, comprised of 19 sections and 
sponsored by the Hospital Associations of Illinois, 
Indiana and Wisconsin, attracted some 2,000 dele- 
gates and visitors to what is considered by those 
who attended as one of the most informative and 
enthiisiastic meetings of their experience. There 
were 34 participating organizations and groups, 
each of which had a separate special section at 
some time during the program. 


An extensive technical and educational exhibit 
was displayed in the Exhibit Hall of the Stevens 
Hotel. Space prevents the recording in detail of 
this excellent program at this time but to those 
interested, reference to the April issue of HOSPI- 
TALS, page 124, will give them this information. 


Among the notable presentations was a Panel 
Round Table Conference conducted by Dr. R. C. 
Buerki, chairman of the Tri-State Hospital As- 
sembly, held on Wednesday evening with an. at- 
tendance of 600 people. On Wednesday morning 
the General Assembly Meeting held a symposium 
with the general theme, “The Personnel of the 
Hospital.”” There were 7 participants, each pre- 
senting an interesting point of view on the sub- 
ject. The presentations were summarized by 
Alden B. Mills. Wednesday afternoon was de- 
voted to Sectional Meetings, of which there 
were 17. 


On Thursday morning the General Assembly 
discussed Maternal and Infant Welfare from 
many viewpoints. This meeting was under the 
chairmanship of Edgar Blake, President of the 
Indiana Hospital Association. The discussions 
were summarized by Dr. Thomas R. Ponton. On 
Thursday afternoon, conferences of the various 
groups were held. Of particular interest was the 
Panel Round Table Conference of the Medical 
Record Librarians in which 11 Record Librarians 
participated. 


Thursday evening Charles H. Schweppe, Presi- 
dent of the Chicago Hospital Council, presided at 
the Tri-State Hospital Assembly Banquet. Dr. 
Malcolm T. MacEachern, Associate Director of the 
American College of Surgeons, and President of 
the International Hospital Association, was toast- 
master. The guest of honor was Robert E. Neff, 
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President of the American Hospital Association. 
Dean William H. Spencer, of the School of Busi- 
ness, University of Chicago, was the speaker of 
the evening, choosing for his subject, “The Hos- 
pital in Modern Society.” The banquet hall was 
filled to capacity, and many members and guests 
participated in the dancing which followed the 
banquet. 


The General Assembly on Friday morning, un- 
der the chairmanship of Grace T. Crafts, Presi- 
dent of the Wisconsin Hospital Association, dis- 
cussed “Nursing and Nursing Problems.” There 
were 8 participants and the morning’s work was 
summarized by Dr. Bert W. Caldwell, Executive 
Secretary of the American Hospital Association. 
On Friday afternoon a number of the specialized 
sections held conferences, outstanding of which 
was the conference of small hospitals held in the 
form of a Panel Round Table under the leader- 
ship of Gladys Brant, R.N., chairman of the Small 
Hospital Section. 


Hospital Association of New York State 


The Fourteenth Annual Convention of the Hos- 
pital Association of New York State was the 
greatest in its history. From a standpoint of 
attendance, interest in the papers and discussions, 
character and diversity of its commercial and 
educational exhibits, and general all-around inter- 
est, it was one of the leading hospital conferences 
of the year. 


Dr. Fraser D. Mooney, president of the Asso- 
ciation, and the executive secretary, Carl P. 
Wright, combined in excellent work in selecting 
speakers and subjects for discussion that would 
interest not only the hospital people in New York 
but the entire hospital field. 


The accomplishments of this Association dur- 
ing the past year in the interest of hospitals in 
New York State are particularly noteworthy. 
They reflect, too, the earnest endeavor and the 
enthusiastic leadership of the president, Dr. Fra- 
ser D. Mooney and his executive staff. During 
the year the Association was instrumental in the 
passage of a great deal of legislation which was 
favorable to hospitals, and in preventing enact- 
ment of legislation which would work to their 
disadvantage. 


It was particularly noted at this convention that 
the members of boards of trustees of hospitals 
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registered in large numbers, and not only ad- 
dressed the convention at several of the sessions, 
but participated in the discussion of various 
papers. 


HOSPITALS, in the May issue, in writing up 
the program of their Fourteenth Annual Conven- 
tion, erroneously stated that John H. Hayes, su- 
perintendent of the Lenox Hill Hospital, New 
York City, was president of the Association, in- 
stead of Dr. Fraser D. Mooney, who should be 
given due credit for the advancement and growth 
of the Association and its accomplishments on 
behalf of hospitals in the State of New York 
during the past year. 


a 


Hospital Association of Pennsylvania 
Holds Its Seventeenth Annual 
Convention in Pittsburgh 


Its program of public education is the best 
known of the many activities of the Hospital As- 
sociation of Pennsylvania, and the association used 
the occasion of its annual conferences in Pitts- 
burgh to broadcast to the world the many prob- 
lems confronting the modern hospital and the 
methods by which the hospital associations co- 
operate to improve hospital care for the people. 
Through the long and short wave facilities of 
America’s oldest radio station, KDKA, the im- 
promptu half-hour program known as Town Meet- 
ing was conducted by Dr. Bernard C. Clausen, as- 
sisted by the officers of the Pennsylvania Associa- 
tion. The discussion included a great variety of 
subjects prompted by Dr. Clausen’s questions and 
telephone messages received from the radio audi- 
ence during the program. 


The following morning, the three-day confer- 
ence opened at the Hotel William Penn with an 
attendance of eight hundred members of the Hos- 
pital Association and of the cooperating associa- 
tions of Nurse Anesthetists and Dietitians. 


The outstanding day of the conference was fea- 
tured by the largest attendance of hospital trus- 
tees in the history of the association. President 
Robert E. Neff of the American Hospital Asso- 
ciation emphasized the grave responsibility of the 
hospital trustees in the care of the patient and one 
important phase in the fulfillment of that respon- 
sibility by the choice of administrators especially 
educated for their varied work. 


In an address published in this issue of HOS- 
PITALS, fearless Newspaper Editor H. G. An- 
drews pulled no punches when he stated that the 
voluntary hospital can only survive by evolving a 
comprehensive program based upon a coordination 
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of existing health agencies, upon the establish- 


- ment of hospital leadership in health matters and 


upon the development of new bases of financial 
support. “Unless new methods, new ideals, and 
new leadership are evolved, the Government will 
get you,” he warned the audience. 


In a welcome to the association as the first state 
organization to join the International Hospital As- 
sociation, the recently chosen President, Dr. Mal- 
colm T. MacEachern requested cooperation in the 
development of his program for increasing the 
utility of the international body. 


In the Nursing Session, the relationship of hos- 
pitals to the State Registration of Nurses was 
presented from the viewpoint of the State Board 
of Examiners by Mrs. Edith S. Connell. College 
President Quincy A. Rohrback appraised the cur- 
riculum and outlined the factors by which com- 
petency in nursing education may be determined. 
Beatrice Spargo indicated that by the use of time 
and ratio charts, nursing care may be adequately 
maintained at a uniform standard. 


Penn State’s Professor Pauline Beery Mack told 
the dietitians of the recent research achievements 
in the study of human nutrition. The dependency 
of the allergies and diabetes upon their respective 
diets received specific attention, while Dr. Clifford 
J. Barborka of Northwestern Medical School elabo- 
rated upon the dietary treatments necessary for 
the prevalent diseases of current times. 


Hilda Salomon, in speaking to the Nurse Anes- 
thetists, stated that the development of the pro- 
fession from the first employment of a nurse anes- 
thetist by Dr. George W. Crile thirty years ago 
to the present practice in 95 per cent of the hos- 
pitals has been due to the achievements in in- 
creasing educational standards and to the inherent 
sympathetic understanding of the women who fol- 
low the profession. Authorities upon every phase 
of anesthesic technique developed their views in 


a well-rounded educational program. 


“The weighty discussions of hospital problems 
were cleverly arranged with relaxing periods of 
levity. In one of these intervals, a dramatic farce 
by Carnegie Tech students portrayed the absurdi- 
ties to which an administrator may be subjected 
in a single day. At the banquet and dance, W. H. 
McCaffery, C.P.A., gave a remarkable demonstra- 
tion of amusing and at the same time enigmatical 
examples of mental telepathy. Cy Hungerford, 
Pittsburgh’s famous cartoonist, amused the audi- 
ence and embarrassed his victims by his daring 
caricatures. 


The Hospital Association took its first step in 
its program to design standards for Pennsylvania 
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hospitals. By a constitutional amendment, the 
requirements for institutional membership were 
made more stringent. In another amendment, the 
Council on Policies and Administrative Practice 
was designated as a permanent part of the organi- 
zation to be elected by the Board of Trustees, and 
to act in an advisory capacity to that body. Mel- 
vin L. Sutley was chosen chairman of the coun- 
cil, which is composed of nine members, one-third 
of which number are to be elected each year. One 
of the first duties for the council arising from the 
recent conference is the proposed study of the or- 
ganization and membership structure of the asso- 
ciation. Md 


The technical and educational exhibits aggre- 
gated eighty-four displays and constituted the 
largest exhibition ever arranged by the associa- 
tion. 


In evidence of the increasing public interest in 
hospitals, this conference resulted in newspaper 
stories relating to the program and the exhibits 
in almost every county in Pennsylvania. 


The activities of the Hospital Association of 
Pennsylvania as reported at the conference indi- 
cated a successful year under the leadership of 
President Mary B. Miller. The association with a 
membership of 825 begins its new year under the 
direction of the following officers: 


John N. Hatfield, President 
Pennsylvania Hospital, Philadelphia 

William E. Barron, First Vice-President 
Washington Hospital, Washington, Pa. 

Sister M. Avellino, Second Vice-President 
Mercy Hospital, Scranton 

Elmer E. Matthews, Treasurer 
Wilkes-Barre General Hospital, Wilkes-Barre 

Harold T. Prentzel, Executive Secretary 
Friends Hospital, Philadelphia 

S. Hawley Armstrong, Assistant Secretary 
222 N. Third Street, Harrisburg 


Trustees 


Lewis N. Clark, Philadelphia 
Major Roger A. Greene, Pottsville 
A. R. Hazzard, Easton 

J. Allen Jackson, M.D., Danville 
Mary B. Miller, Pittsburgh 

David B. Skillman, Easton 
Melvin L. Sutley, Drexel Hill 


cmeennsstesiettiifipeancanenceae 


Minnesota State Hospital Association 


Sister M. Patricia, O.S.B., administrator of St. 
Mary’s Hospital, Duluth, Minnesota, and Presi- 
dent of the Minnesota Hospital — Association, 
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opened the annual convention of the association 
on Thursday, May 19. Upwards of 300 Minnesota 
hospital people were registered for this conven- 
tion. 


’ Meeting with the Hospital Association were: 
The Minnesota Record Librarians Association ; the 
Nurse Anesthetists; Dietitians; Social Workers; 
Medical and Institution Librarians; Medical Tech- 
nologists; and Occupational Therapists. 


The secretary of the association, A. M. Calvin, 
and Sister M. Patricia, arranged a program con- 
sisting of papers, round tables, seminars, and 
demonstrations for the three day conference. 


The annual banquet of the association was held 
on Friday evening with Dr. Peter D. Ward, presi- 
dent-elect, as master of ceremonies. 


Among the hospital people of other states who 
appeared on the program were Dr. Malcolm T. 
MacEachern, Dr. Fred G. Carter, Dr. R. C. Buerki, 
Paul Fesler, F. P. G. Lattner, and Leonard Shaw. 


The feature of the convention was an address 
by the Most Reverend John Gregory Murray, 
Archbishop of the Archdiocese of St. Paul, the 
subject of which was “Our Privilege and Duty.” 


Arkansas Hospital Association 


The Arkansas Hospital Association held its an- 
nual convention May 15 and 16 at St. Edward’s 
Mercy Hospital, Fort Smith, Arkansas. 


On the evening of the fifteenth, the hospital peo- 
ple of Fort Smith arranged a southern barbecue 
for 150 members and guests of the association at 
Lake Fort Smith in the Boston mountains. This 
feature of the convention was one of the most en- 
joyable events of the meeting. 


The Arkansas Association under the leadership 
of its president, Msgr. John J. Healy has pro- 
gressed until the hospitals compare favorably with 
those of any other state. The legislative program 
initiated by the association has served the hospi- 
tals well. They have secured legislative action for 
the reimbursement of hospitals for the care of in- 
digents, exemption of charitable institutions from 
certain state taxes, and are interested in legisla- 
tion establishing desirable standards for hospitals. 


The association has enjoyed a progressive and 
substantial growth in membership and within a 
short time every ethical institution will be a mem- 
ber of the state association. 


Msgr. Healy has served five years as the State 
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Association president. He will turn over the 
office for the next year to Regina Kaplan, the 
newly elected president. Miss Kaplan is the su- 
perintendent of the Leo N. Levi Memorial Hos- 
pital, Hot Springs. 


The guest speakers of the meetings included 
Robert E. Neff, president of the American Hos- 
pital Association, Dr. E. T. Olsen, president of the 
Midwest Association, Graham L. Davis of the 
Duke Foundation, and Leonard Shaw and Dr. Bert 
Caldwell of American Hospital Association. 


The association voted to hold a two day session 
in 1939 and to adopt the model state association 
constitution suggested by the American Hospital 
Association. Msgr. John J. Healy and Lee C. Gam- 
mill were elected as delegate and alternate mem- 
bers of the House of Delegates of the American 
Hospital Association. 


Kansas State Hospital Association Holds 
Its Twenty-fourth Annual Meeting 

The Kansas State Hospital Association held its 

twenty-fourth annual meeting in Wichita, Kansas, 


May 10 and 11. Some of the outstanding speakers 
were: 


T. R. Ponton, M.D., Editor, Hospital Manage- 
ment, Chicago 

Melvin L. Sutley, Trustee, Pennsylvania Hos- 
pital Association, Delaware County Hospi- 
tal, Drexel Hall, Pennsylvania 

M. L. Kneifl, Secretary, Catholic Hospital As- 
sociation, St. Louis, Missouri 

H. E. Snyder, M.D., Winfield, Kansas 


Two round table sessions were conducted by 
Dr. T. R. Ponton and Dr. A. R. Hatcher of Well 
ington, Kansas. 


There were over 100 registrations, making this 
meeting one of the best attended meetings of its 
history. The officers elected were as follows: 


President, Rev. J. E. Lander, Financial Sec- 
retary, Wesley Hospital, Wichita, Kansas 
First Vice-President, Frances N. Cooper, 
R.N., Superintendent, Newman Memorial 
County Hospital, Emporia, Kansas 

Second Vice-President, Ann C. McBride, R.N., 
Superintendent, The Community Hospital, 
Beloit, Kansas 

Secretary-Treasurer, Miss Dorothy H. Mc- 
Masters, R.N., Superintendent, Wm. New- 
ton Memorial Hospital, Winfield, Kansas 


The Kansas membership in the American Hos- 








The Wyandotte group of specialized cleaners in- 
cludes various types to meet varied conditions. 
Safe cleaning energy is made effective with hard 
water—or soft; 
hand. Wyandotte cleaners are selected to meet 
individual requirements, thus assuring sanitary 
cleanliness with Speed, Economy and Safety. 





There is a Wyandotte Service Representa- 
tive and Dealer in your vicinity who are 
glad to co-operate—without obligation to 


District Offices in 27 Cities. 





you. 





an 


for mechanical—or cleaning by 


For Washing Dishes & Glasses by 
Machine or by Hand 
* 


Maintenance Cleaning 
* 


Laundry 


THE J B- FORD COMPANY 


| a MA 


ras 


Di 


a?) 








June, 1938 





pital Association elected the following to the 
House of Delegates: 


Delegate—Dorothy H. McMasters, R.N., Su- 
perintendent, Wm. Newton Memorial Hos- 
pital, Winfield, Kansas 

Alternate—Rev. J. E. Lander, Financial Sec- 
retary, Wesley Hospital, Wichita, Kansas 


—_———— 


Tennessee Hospital Association 


The Tennessee Hospital Association was organ- 
ized at a meeting of the Vanderbilt University 
Hospital in Nashville, Tennessee, on Wednesday, 
May 18. C. P. Connell, superintendent of Van- 
derbilt University Hospital, was chairman of the 
committee named to call the meeting. J. H. Mau- 
ney, superintendent of Fort Sanders Hospital, of 
Knoxville, and R. H. Ramsay, superintendent of 
the Gartley-Ramsay Hospital, of Memphis, were 
the other members of the committee. 


Twenty representatives of hospitals in Tennes- 
see were present when Mr. Connell called the 
meeting to order and he presented letters from a 
large number of other hospitals in the state, ex- 
pressing regret that representatives could not be 
present, endorsing the proposal to organize a Ten- 
nessee Hospital Association and expressing will- 
ingness to become members of the Association. 


John R. Mannix, Chairman of the Council on 
Association Development of the American Hos- 
pital Association and assistant director of the 
University Hospitals at Cleveland, Ohio, and Gra- 
ham Davis, associate director of the Hospital Sec- 
tion of The Duke Endowment, Charlotte, North 
Carolina, were present by invitation to assist in 
the organization of the Association. 


Mr. Mannix stated to the meeting that Tennes- 
see was one of the few states in the nation and 
the only state in the eastern part of the United 
States without a hospital association. The meet- 
ing unanimously endorsed the idea of organizing 
a state association and proceeded to adopt model 
by-laws for state and provincial associations pre- 
pared for the American Hospital Association by 
Mr. Davis. 

After adoption of by-laws, the following officers 
were unanimously elected: 

V. R. Bottomley, Takoma Hospital, Greeneville, 

President 

Dr. H. W. Priddy, Wallace Sanitarium, Mem- 

phis, President-Elect 

Olivia Shortt, R.N., Clarksville Hospital, Clarks- 

ville, Vice-President 

T. A. Haynes, Knoxville General Hospital, Knox- 

ville, Secretary-Treasurer 


Other trustees elected were: 

J. E. Carson, Fort Craig Hospital, Maryville, 
and Ethel Sikes, Children’s Hospital, Chatta- 
nooga, Trustees for one year 


George D. Sheats, Baptist Memorial Hospital, 
Memphis, and W. Dortch Wood, Nashville 
General Hospital, Trustees for two years 


J. H. Mauney, Fort Sanders Hospital, Knox- 
ville, and R. G. Ramsay, Gartly-Ramsay Hos- 
pital, Memphis, Trustees for three years 


Mr. Connell and the Vanderbilt University Hos- 
pital were hosts to the delegates at lunch and, fol- 
lowing lunch, the new Board of Trustees met and 
appointed six councils functional in nature that 
correspond to similar councils in the American 
Hospital Association. 


Mr. Bottomley, the new President of the Ten- 
nessee Hospital Association, stated that these 
councils were the working organization of the 
Association and would closely cooperate with the 
American Hospital Association in the development 
of a program for the improvement of hospital 
service in Tennessee. 


“The council on Association Development, un- 
der the chairmanship of Mr. C. E. Thompson,” 
Mr. Bottomley said, “will approach every hospital 
in Tennessee, some 96 in number, within the next 
few weeks, asking them to become members of 
the Association. We hope to build up a strong 
and effective association, dedicated to the welfare 
of the people of Tennessee.” 


Mr. Bottomley also stated that it was planned 
to have a meeting of the councils this Fall at some 
central location in Tennessee and that the annual 
meeting of the Association would be the day pre- 
ceding the next annual meeting of the Tennessee 
Medical Association in Jackson next Spring. 


Fourteenth Annual Convention of the 


New Jersey Hospital Association 


The Fourteenth Annual Convention of the New 
Jersey Hospital Association, together with the 
New Jersey Occupational Therapy Association, 
the New Jersey Group of the American Associa- 
tion of Medical Social Workers, and the New Jer- 
sey State Dietetic Association, will take place at 
the Medical Center on Thursday, Friday and Sat- 
urday, June 2, 3, and 4. 


(Continued on page 123) 
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A Meeting 


HOSPITAL EXHIBITORS’ 


ASSOCIATION MEMBERSHIP 
1937-38 


American Hospital Supply Corp. Chicago, Ill. 
American Laundry Machinery Co. Cincinnati, Ohio 
Angelica Jacket Co. St. Louis, Mo. 
James L. Angle Company Ludington, Mich. 
Applegate Chemical Co. Chicago, Ill. 
Armstrong Cork Products Co. Lancaster, Pa. 
H. W. Baker Linen Co. New York City 
Bard-Parker Co., Inc. Danbury, Conn. 
Becton, Dickinson & Co Rutherford, N. J. 
Bruck’s Nurses Outfitting Co., Inc. New York City 
The Burrows Company Chicago, IIl. 
Carolina Absorbent Cotton Co. Charlotte, N. C. 
Wilmot Castle Company Rochester, N. Y. 
Clark Linen Co. Chicago, Ill. 
Clay-Adams Company, Inc. New York City 
Warren E. Collins, Inc. Boston, Mass. 
Crane Company Chicago, Ill. 
Cutter Laboratories Berkeley, Calif. 
F. A. Davis Co. Philadelphia, Pa. 
Davis & Geck, Inc. Brooklyn, N. Y. 
J. A. Deknatel & Son, Inc. 

Queens Village, L. I., New York 
DePuy Manufacturing Co. Warsaw, Ind. 


Eisele & Company 


Faichney Instrument Corp. 


Faultless Caster Co. 
Finnell System, Inc. 
J. B. Ford Sales Co. 


General Electric X-Ray Corp. 
General Foods Sales €o., Inc. 


Glasco Products Co. 


Nashville, Tenn. 
Watertown, N. Y. 
Evansville, Ind. 
Elkhart, Ind. 
Wyandotte, Mich. 
Chicago, Ill. 

New York City 
Chicago, Ill. 


Frank A. Hall & Son New York City 
Heidbrink Co. Minneapolis, Minn. 
Hilker & Bletsch Co. St. Louis, Mo. 
Hill-Rom Co., Inc. Batesville, Ind. 
Hobart Mfg. Co. Troy, Ohio 
Hospital Equipment Corp. New York City 
Hospital Management Chicago, Ill. 
Hospital Supply Co. New York City 
Hospital Topics & Buyer Chicago, Ill. 
Huntington Laboratories, Inc. Huntington, Ind. 
International Nickel Co., Inc. New York City 
Jamieson, Inc. Chicago, Ill. 
Jarvis & Jarvis, Inc. Palmer, Mass. 
Johnson & Johnson New Brunswick, N. J. 
H. L. Judd Co., Inc. New York City 
Kelley-Koett Mfg. Co. Covington, Ky. 
Kenwood Mills Albany, N. Y. 
Kent Company, Inc. Rome, N. Y. 
Samuel Lewis Co., Inc. New York City 
Lewis Manufacturing Co. Walpole, Mass. 
Marvin-Neitzel Corp. Troy, N. Y. 
Massillon Kubber Co. Massillon, Ohio 
Meinecke & Co. New York City 
The Mennen Company Newark, N. J. 
Midland Chemical Laboratories, Inc. Dubuque, Iowa 
Modern Hospital Publishing Co. Chicago, Ill. 
Morris Supply Co. New York City 
National Lead Co. New York City 
Parke Davis & Co. Detroit, Mich. 
Physicians’ Record Co. Chicago, Ill. 
Puritan Compressed Gas Corp. Kansas City, Mo. 
Rhoads & Company Philadelphia, Pa. 
Rolscreen Co. Pella, Iowa 
Will Ross, Inc. Milwaukee, Wis. 
W. B. Saunders Co. Philadelphia, Pa. 
Savory Appliance, Inc. Newark, N. J. 
Scanlan-Morris Co. Madison, Wis. 
F. O. Schoedinger Columbus, Ohio 
Schwartz Sectional System Indianapolis, Ind. 
Ad. Seidel & Sons Chicago, Ill. 
John Sexton & Co. Chicago, Ill. 
Sharp & Smith St. Louis, Mo. 
The Simmons Co. Chicago, Ill. 
Snow-White Garment Mfg. i Milwaukee, Wis. 
Spring Air Holland, Mich. 
Standard Apparel Co. Clevelnad, Ohio 
Standard Electric Time Co. Springfield, Mass. 
Standard Gas Equipment New York City 
Standard Sanitary Mfg. Co. Pittsburgh, Pa. 
Stanley Supply Co. New York City 
Sterisol Ampoule Corp. Long Island City, N. Y. 
Thorner Brothers New York City 
Troy Laundry Machinery Corp. New York City 
Union Carbide Co. New York City 
United States Hoffman Machinery Corp., New York City 
Vestal Chemical Laboratories, Inc. St. Louis, Mo. 
Vitamin Products Co. Milwuakee, Wis. 
C. D. Williams & Co. Philadelphia, Pa. 
Williams-Pivot Sash Co. Cleveland, Ohio 
Wilson Rubber Co. Canton, Ohio 
Zimmer Manufacturing Co. Warsaw, Ind. 
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OF MINDS IS ARRANGED 


It is indeed an enlightened day when manufacturers col- 
lectively sit together with their consumers for better under- 


standing of mutual objectives. 


Exactly that is happening today in the hospital field. The 
joint Advisory Committee of the American Hospital As- 
sociation, Catholic Hospital Association and the Hospital 
Exhibitors’ Association was formed to effect a meeting of 
minds for joint thinking on matters of mutual interest. 
Two representatives of each of these associations comprise 
this Advisory Committee. From this contact will con- 
ceivably come development of improved products, greater 


standardization of quality, better service. 


Hospital Exhibitors’ Association is proud of its part in 
the establishment of this group. May we suggest to hospital 
executives the wisdom of doing business with these concerns 
(members of Hospital Exhibitors’ Association) who are con- 


tributing most to the welfare of patients and hospitals. 


We invite you to submit inquiries to the Advisory Com- 
mittee—a consultation body consisting of the Presidents 
and Secretaries of Hospital Exhibitors’ Association, 
American Hospital Association and Catholic Hospital 


Association. Address care of this magazine. 


HOSPITAL 
EXHIBITORS’ 


ASSOCIATION 
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News Notes 


Alan Benner, M.D., has resigned as superin- 
tendent of the Mateo Community Hospital at 
Beresford, California. 

ecanieni sls 


Mrs. W. T. Brown, who has been in charge of 
the Milford Emergency Hospital, Milford, Dela- 
ware, will assume the duties of superintendent of 
the new Milford Memorial Hospital in addition to 
her duties at the Emergency Hospital. 


a 


Elsie L. Delin, superintendent and educational 
director of the Childrens Free Hospital, Louisville, 
Kentucky, for the past eight years, has resigned to 
accept the position of superintendent of Maple 
Knoll Hospital and Home for the Friendless, Gren- 
dale, Ohio. Miss Delin succeeds Hazel Clark, who 
resigned because of ill health. Miss Clark had 
been superintendent of Maple Knoll for twenty 
years. 

eee ee 

C. W. Holmgren has been appointed business 
manager of the Moline Lutheran Hospital, Moline, 
Illinois. EHmelia Dahlgren, who for many years 
has held the title of superintendent of the hos- 
pital, will remain as superintendent of nurses. 


a 


Merton A. Knisely, for four years admitting of- 
ficer of the University of Chicago Hospital Clinics, 
Chicago, has been appointed superintendent of 
Iroquois Hospital at Watseka, Illinois, to succeed 
Stanley Sims. 

ae 

John McCampbell, M.D., superintendent of the 
State Hospital, Morganton, North Carolina, for 
the past thirty years, has resigned, effective 
June 1. 

ee 

Ambrose P. Merrill has been appointed acting 
assistant superintendent of the San Francisco 
Hospital, San Francisco, to succeed Dr. A. J. Nor- 
man, who retired. 


a 


J. F. Morrison, assistant superintendent of the 
Hendrick Memorial Hospital, Abilene, Texas, has 
been appointed superintendent of the new munic- 
ipal hospital, now under construction at Clovis, 
New Mexico. 

V. K. Volk, M.D., has been appointed to the 
newly established position of medical superin- 
tendent of Saginaw County Hospital, Saginaw, 
Michigan. 
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Naomi Zittrouer has been elected superintend- 
ent of the new R. J. Taylor Memorial Hospital, 
Hawkinsville, Georgia, which will be opened about 
June 15. 

sealable 

Booneville, Arkansas—Tentative plans are be- 
ing made by the Board of Trustees of the Arkan- 
sas Tuberculosis Sanatorium for the construction 
of a modern hospital at Booneville, Arkansas. The 
new building, which will be five or six stories high, 
will have accommodations for between 500 and 
700 patients. It will be named the Nichols- 
Nyberg building, in honor of Representatives Leo 
Nyberg and Lee Nichols who obtained passage of 
sanatorium expansion measures at the special ses- 
sion of the general assembly. 


——— 


Conway, Arkansas—The Faulkner County Hos- 
pital, which was purchased a year ago by the city 
of Conway, Arkansas, is being enlarged and mod- 
ernized. 

igen 

Hollister, California—The new addition to the 
Hazel Hawkins Memorial Hospital, Hollister, 
California, has been completed and was opened to 
the public May 15. The hospital was given to the 
people of San Benito County thirty-one years ago 
by T. S. Hawkins as a memorial to his grandchild 
Hazel. The addition and the remodeling of the 
old structure cost $40,000. 


——<————— 


Napa, California—Plans have been completed 
and bids are being awarded for the $1,062,000 
Napa State Hospital building project. Work on 
the new building is to begin about June 15, and 
will continue for 250 working days. 


——_<———— 


Milford, Delaware—The new Milford Memorial 
Hospital at Milford, Delaware, was dedicated re- 
cently. This modern three-story hospital will 
serve two Delaware counties. A nurses’ home, 
training school, and other buildings will be added 
as soon as funds are available. 


— 


Miami, Florida—The feasibility of establishing 
a county hospital in a more convenient location is 
being considered by the County Commissioners of 
Dade County, Florida. Because of the great dis- 
tance to the Kendall Hospital, many of the county 
patients must be taken to the Jackson Memorial 
Hospital in Miami in case of accident or for serv- 
ices of specialists. 
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Stuart, Florida—A new hospital to be built this 
summer in Stuart, Florida, is definitely assured. 
Funds for the new structure, which will cost 
$40,000, have been subscribed by a group of Jupi- 
ter Island residents. The new hospital is to be 
erected on ground donated by the City of Stuart. 


—_— 


Winter Haven, Florida—The new $50,000 gen- 
eral hospital, which was started in Winter Haven, 
Florida, early in January, has been completed and 
was formally opened to the public May 1. 


<> 


Chicago, Illinois—With the exception of two be- 
quests to servants, the entire estate of Mrs. Kath- 
arine Spencer Cramer, valued at $400,000, will go 
to Children’s Memorial Hospital, Chicago. For 
many years Mrs. Cramer was a member of the 
auxiliary board of directors. 


—--—<_-_——- 


Chicago, Illinois—A conditional grant of $125,- 
000 toward a proposed fund of $500,000 for Provi- 
dent Hospital and Training School, Chicago, has 
been made by the Julius Rosenwald Fund. The 
gift will be payable on the basis of $1 for every 
$3 collected from other sources. The $500,000 is 
being sought as the first step toward an endow- 
ment to provide adequate operating revenue. 


oo 


East St. Louis, Illinois—The Christian Welfare 
Hospital of East St. Louis, Illinois, received a 
bequest of $1,000 in the will of the late Wanda 
Anderson of East St. Louis. 


—<—____—_—_ 


Evanston, Illinois—Mrs. Sidney S. Porter of 
Evanston, Illinois, has made a gift of $10,000 to 
the Evanston Hospital in memory of her husband, 
who was a member of the board of directors and 
a supporter of the hospital for many years. 


——__—<>___—_ 


Rock Island, Illinois—The new 5-story addition 
to St. Anthony’s Hospital, Rock Island, Illinois, 
was formally dedicated recently. High tribute for 
bringing St. Anthony’s Hospital to its present 
high standard was paid to the Franciscan Sisters 
by the Most Rev. Joseph H. Schlarman, Bishop 
of the Catholic diocese of Peoria, and Walter A. 
Rosenfield, president of the Rock Island Chamber 
of Commerce. 

es 


Springfield, Illinois—Plans have been an- 
nounced for the erection of a new 250-bed struc- 
ture and nurses’ home for the Springfield Hos- 
pital, Springfield, Illinois. The new buildings will 
cost $1,000,000. 
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No matter what kind of sup- 


plies your hospital may need, 


other than food and drugs, our 
16 complete departments are 


ready to meet your urgent call. 
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Wholesale Distributors and Manufacturers of Hospital Supplies 
, 3100 W. CENTER ST. > MILWAUKEE, WIS. 








Butlerville, Indiana—The state budget commit- 
tee of Indiana has authorized the expenditure of 
$150,000 for a new hospital building at Muscata- 
tuck Colony, Butlerville, Indiana. Other appro- 
priations in the budget include $20,000 for equip- 
ment for the new farm colony for the Central 
State hospital; $35,000 for equipment for the 
new sick hospital unit at the Logansport State 
Hospital; and $30,000 for construction of a sick 
hospital unit at the Richmond State Hospital. 

scnititiiiclines 

Fort Wayne, Indiana—A gift of three farms 
valued at $100,000 has been received by the 
Methodist Hospital, Fort Wayne, Indiana. The 
contribution was made by Mrs. Anna B. Cooper 
of Middletown. 


<item 

Valparaiso, Indiana—A bond issue of $120,000 
for a new hospital in Porter County, Indiana, was 
approved by the county voters at a recent elec- 


tion. 
——~<>—_—_ 


Clarinda, Iowa—The contract for the construc- 
tion of a new kitchen and congregate dining room 
at the Clarinda State Hospital, Clarinda, Iowa, 
was awarded to C. C. Larsen and Sons of Council 
Bluffs. The bid for $98,500 for the general con- 
tract was the lowest of 15 bids. The new central 
dining room, where patients will be served cafe- 
teria style, will supplant separate dining rooms in 
the various wards in this way releasing space for 
accommodations for 75 patients. 

ichiiaabait teas 

Shenandoah, Iowa—Plans for the proposed ad- 
dition to the Hand Memorial Hospital, Shenan- 
doah, Iowa, which were dropped for several 
months, are under consideration again. Specifica- 
tions are being completed and bids are being 
received. 

ee 

Waterloo, Iowa—The Sisters of Mercy of Cin- 
cinnati, Ohio, have been asked to take charge of 
the Allen Memorial Hospital at Waterloo, Iowa. 
The hospital has been in financial difficulty for 
several years. The receiver of the hospital and 
the president of the Chamber of Commerce of 
Waterloo will present the plan to the Archbishop 
Francis Beckman of Dubuque with whom the final 


decision rests. 
—_—_——__—_. 


Lexington, Kentucky—The Good Samaritan 
Hospital will celebrate its fiftieth anniversary 
June 7th. The Good Samaritan is one of Ken- 
tucky’s finest hospitals. Miss Lake Johnson has 
been its superintendent since 1926. 

ce ee 

Pittsburgh, Pennsylvania—The Presbyterian 
Hospital of Pittsburgh held their formal open- 
ing of the new building on May 27. 
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Coming Meetings 


.New Jersey Hospital Association, Jersey City, 
June 2-4 

Hospital Association of Nova Scotia and Prince 
Edward Island, Canada, June 

Catholic Hospital Association, Buffalo, New 
York, June 13-17 

Michigan Hospital Association, 
June 23-24 

Manitoba Hospital Association, Selkirk, Can- 
ada, June 23-24 

Hospital Association of West Virginia, Charles- 
ton, August 

National Hospital Association, Hampton, Vir- 
ginia, August 14-16 

American Protestant Hospital Association, Dal- 
las, September 24-26 

American College of Hospital Administrators, 
Dallas, September 25-26 

American Hospital Association, Dallas, Septem- 
ber 26-30 

Children’s Hospital Association, Dallas, Sep- 
tember 26-30 

National Association of Nurse Anesthetists, 
Dallas, September 27-29 


Saskatchewan Hospital Association, 
Jaw, October 

Ontario Hospital Association, Toronto, October 
19-21 

American Public Health Association, Kansas 
City, October 25-28 

Connecticut Hospital Association, November 


Marquette, 


Moose 





Proceedings of Hospital Service 
Conference Available 


The Committee on Hospital Service of the 
American Hospital Association has prepared a 
46-page proceedings of the Mid-Winter Confer- 
ence of Hospital Service Plan Executives which 
is now available upon request. Papers given at 
this conference (held in New York City in Feb- 
ruary) and included in the proceedings are: 
Full Family Coverage by Reginald F. Cahalane; 
Maternity Coverage by Felix A. Grisette; Ac- 
counting Classification by J. A. Smith; Diagnosis 
Classification by E. A. van Steenwyk; Out of 
Town Service and Reciprocity by John A. McNa- 
mara; Effective Dates and Procedures for New 
Applications by J. Douglas Colman. 


—_—<e—__— 


American Society of X-Ray Technicians 

The Thirteenth Annual Meeting of the Ameri- 
can Society of X-Ray Technicians will be held at 
Hotel Loraine, Madison, Wisconsin, from June 28 
to July 1. The pre-convention golf tournament 
will be held on June 27. 
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POSITIONS OPEN—(Continued) 





POSITIONS OPEN—(Continued) 





THE MEDICAL BUREAU (Cont'd) 

for both positions; large hospital; vicinity New. York 
City; school averages 75 students; salary for practical 
instructor; $125, maintenance; salary for science instruc- 
tor, open to discussion. (h) Science; fairly large hospi- 
tal; 60 graduates, 84 students; degree and teaching ex- 
perience required; 8-hour day; $125-$150, maintenance. 
No. 308, Medical Bureau, Pittsfield Building, Chicago. 

GENERAL DUTY NURSES—(a) Fairly large hospital 1lo- 
cated in vicinity of New York City; 8-hour day, 6-day 
week; $75, maintenance. (b) Well-equipped hospital av- 
eraging 90 patients and regularly employing 25 graduate 
nurses; 8-hour day, 6-day week; $70, maintenance; Cali- 
fornia. No. 309, Medical Bureau, Pittsfield Building, 
Chicago. 

ANESTHETISTS—(a) Well-equipped hospital, Long Island; 
operations average a thousand yearly; $120, maintenance. 
(b) Small hospital; Florida; must be experienced in 
cyclopropane; $100, maintenance. No. 310, Medical Bu- 
reau, Pittsfield Building, Chicago. 


RELIEF ANESTHETISTS—For positions in various parts of 
the country; time ranges from two weeks to three 
months; now until October 1. No. 311, Medical Bureau, 
Pittsfield Building, Chicago. 


DIETITIAN—Minimum two years’ experience required; 210- 
bed hospital, affiliated with small college; town of 80,000. 
No. 312, Medical Bureau, Pittsfield Building, Chicago. 


TECHNICIAN—Graduate nurse qualified in x-ray and anes- 
thesia; hospital for crippled children; institution beauti- 
fully located; East. (b) Graduate nurse qualified in x-ray 
and laboratory; 70-bed hospital; Gulf Coast. (c) X-ray 
and laboratory technician; fairly large hospital; East; 
$125, including luncheons. No. 313, Medical Bureau, Pitts- 
field Building, Chicago. 


ADMINISTRATOR—Graduate nurse preferred; modern, well- 
equipped hospital averaging 60 patients; all graduate 
nurse staff; East. No. 314, Medical Bureau, Pittsfield 
Building, Chicago. 








New Jersey Hospital Association 
(Continued from page 116) 

The Opening Session will be held in the Audi- 
torium at 2:00 p. m., with Eleanor E. Hamilton, 
president, New Jersey Hospital Association, pre- 
siding. The address of welcome will be delivered 
by Honorable Frank Hague, Mayor of Jersey 
City; president of Jersey City Medical Center, 
and the response by Edward Guion, M.D., Presi- 
dent-elect, New Jersey Hospital Association; 
superintendent of Atlantic City Hospital, North- 
field. 


Papers will be presented by L. M. Arrow- 
smith, administrator, St. Johns Hospital, Brook- 
lyn, New York, on “Nation-Wide Simplification 
and Standardization”; George O’Hanlon, M.D., 
director, Medical Center, Jersey City, on “The 
Evolution of the Medical Center”; W. B. Talbot, 
M.D., superintendent, New York Post Graduate 
Medical School and Hospital, New York City, on 
“Labor Relations Within the Hospital”; Bradford 
B. Locke, director, Church Life Insurance Cor- 
poration, Member of Joint Committee on Social 
Insurance for Lay Employees of the Protestant 
Episcopal Church, on ‘Non-Governmental An- 
nuity Plans for Institutional Employees’; and 
Robert P. Fischelis, B. Sc., Phar. D., Dean of the 
School of Pharmacy, Rutgers University, Secre- 
tary, Board of Pharmacy, State of New Jersey, 
on “The Hospital Pharmacy.” 


The Trustee Section will meet on Thursday 
evening. William Orchard, trustee of Orange 
Memorial Hospital, Orange, will preside. <A 
round table discussion on “How Trustees Can 
Augment and Finance the Work of the New Jer- 
sey Hospital Association,” and the report of the 
Trustee Section Committee on Plans, Ways, and 
Means will be the features of this meeting. 


Motion pictures of hospital technique and pro- 
cedures will be shown in the Auditorium on 
Thursday evening. The pictures have been ar- 
ranged by W. Malcolm MacLeod, superintendent, 
Elizabeth General Hospital, Elizabeth. 
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On Friday morning Otis N. Auer, superintend- 
ent, Monmouth Memorial Hospital, will conduct 
a round table question box. 


Friday afternoon E. M. Bluestone, M.D., di- 
rector, Montefiore Hospital for Chronic Diseases, 
New York City, and E. H. L. Corwin, Ph.D., The 
New York Academy of Medicine, will speak on 
“Hospital Concepts of Tomorrow.” Howard S. 
Cullman, president, Beekman Street Hospital, will 
present “How Can Hospitals Make Up for the 
Inadequacy of Community Chests and Donations,” 
which will be discussed by William J. Ellis, Com- 
missioner, Department of Institutions and Agen- 
cies of New Jersey. Raymond P. Sloan, asso- 
ciate editor of Modern Hospital, will present “‘Pub- 
lic Relations,” which will be discussed by James 
U. Norris, superintendent, Woman’s Hospital, 
New York City. The new officers of the New Jer- 
sey Hospital Association and the two delegates 
and two alternates to the House of Delegates of 
the American Hospital Association will be elected 
on Friday afternoon. 


Reverend John G. Martin is toastmaster for 
the annual banquet, 7:00 p. m., Friday. Miss 
Hamilton will deliver her presidential address; 
Robert E. Neff, president, American Hospital 
Association, will speak on “Community Relation- 
ships of the Modern Hospital,” and Howard E. 
Bishop, president American College of Hospital 
Administrators, will present an address. 


Miss Hamilton will preside at the General Ses- 
sion to be held on Saturday morning, during 
which J. Albert Durgom, executive secretary, 
Hospital Service Plan of New Jersey, will present 
“Non-Profit Prepaid Hospital Service,” and 
Frank J. Houghton, D.D.S., Medical Center, 
“Dentistry in the Hospital; Lecture and Exhibit.” 
Jessie M. Murdoch, director, School of Nursing, 
Medical Center, has arranged a Demonstration of 
Nursing Practices. At the close of this Session 
the committee reports will be presented, and the 
new officers installed. 
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A ROUTINE J & J PROCEDURE 
FOR SUTURE IMPROVEMENT 


cme in live tissue are a vital part of the search for ever better 
a 


nd better formulae for surgical suture production, carried on 
constantly in the Johnson & Johnson Laboratories. Hundreds of 
animal implants are made yearly, and complete case histories 
kept, by our own scientists to develop methods to serve the in- 
creasingly rigid demands of the surgical profession. 
The quest for greater adaptability and uniformity is unceasing. 
No expense is spared in the control of the existing high standards, 


nor in the pursuit of a more perfect norm. 


NEW BRUNSWICK, N. J. CHICAGO, ILL. 





MANUFACTURERS OF SURGICAL SUTURES SINCE 1887 
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Minnesota State Hospital Association ....... June-114 
Mississippi State Hospital Association ...... May-120 
Nebraska Hospital Association ............... May-119 
New England Hospital Association .. Mar. 106, Apr.-111 
New Jersey Hospital Association............. June-123 
New York State, Hospital Association of......... 

Se cblbse ers meee oe ee eis See Nine SO May 124, June-110 
Ohio Hospital Association......... Apr. 115, May-119 
Oregon Association of Hospitals ............ Apr.-129 
Pennsylvania, Hospital Association of ............ 

oy coin ie eal Re ORO De Sie atk es see May 23, 122, — 112 
Southeastern Hospital Conference ........... Apr.-116 
Tennessee Hospital Association ............. June-116 
Texas State Hospital Association ............ Apr.-117 


Tri-State Tiospital ASeemely sé os osc dh ke se eecc 
Apr. 124, May 119, June-110 


Tri-State Conference ............. Apr. 118, May-120 
Washington State Hospital Association ..... May-120 
Western’ Hospitals, Association of ............. 


+ miaie Relea eiaietassis Sena Jan. 122, Feb. 75, 118, Apr.-109 
Associations—State, provincial, and regional hospital 
associations, and their executive officers ......... 
Ae Pera trl a Om er, © Jan. 120, Feb. 37, Mar. 75, 108 
Attitude of the medical staff towards the medical 
staff conference, Proper, Nix, James T., M.D...Mar.- 99 
Automatic control of dish-washing ............. Feb.-118 
Autopsies—See necropsies 
Autopsy from the standpoint of the undertaker, 


meiwie, Perdmand C.; MD. «25.0650 0s cesses June- 73 
IARIGOBY, DEOUICOIORAL | i iaic ic cn sn sobs s osesivn. cece 0m June- 34 
Autopsy, Repair of the body after ............. June- 78 
Auxiliaries—Flower arrangements in Greenwich 

EEE A Se rine, aera pa Unter iep ree June- 59 
Auxiliary, Starting a woman’s ................ May- 54 


B 


Bacon’s, Asa S., gift to American Hospital Associa- 
Es Pee i Re ey Stn Sienme mr Me oa heetin, 7 Mar.- 62 
Balancing hospital budget, Hewitt, S. R. D., M.B. Mar.- 29 
Basis of compensating member hospitals in hospital 
care insurance plans, Addleman, Perry ...... Apr.- 37 
RODUINIEN Ss 02s oso srureir ors isa siause so ates sisters ieee Feb.-135 
Beds—Benefits and problems of standardization..June- 44 
Beds for tuberculosis patients—Tuberculosis hospitals 


and sanatoria in the United States ........... Mar.- 59 
Beds, Simplified practice recommendation for hospital 

ee ee Te: Jan.- 43 
Beds, standardization of—Standardization of hospital 

furnishings, equipment and supplies ......... Feb.- 56 


Benefits and problems of standardization, Calvin, 


Pot Vi gm) We AE, Gi © 0. Wa aa June- 44 
Benner, Allan, M.D., Ideals (BKCOPDE) obi seks ccs occ Feb.- 99 
Berlin Memorial Hospital, Berlin, Wisconsin, Swern, 

RUE UN G ix craic LE outase cick aG ewe EE Jan.- 74 
ares OL MARRY MEL, 6s oi6i0 Sd ae ccs des cavor May- 66 


Billings, John Shaw, 1838-1913, First hospital con- 


Se ee eee ee Le eee ROR E a June- 65 
Black, B. W., M.D., Personnel cooperation (excerpt) 

Ey EN eR Oe ee ee: Feb.- 94 
Blankets—Benefits and problems of standardization 

bee paE Ia ra ip Wi de ip vo tevibin'ié iain sh tela ovals ewe lel reds eae eee June- 44 
RIE NOD ois: rs cairn s'aln choos eee oe May- 79 
ol eee Pree rnin eee Apr.- 53 
Book shelf, Hospital...... Jan. 58, 126, Mar. 126, yt -130 


Boston City Hospital honors its former superintendent 





130 


Brigham, Peter Bent, hospital celebrates its silver 


STIVGIORLY (65. oe REN eee es hoe Aw sea June- 58 
BGAGON MRORDUGE cio c 6 ot cia Cost ses weweesaneees Apr.- 63 
Buerki, R , M.D., appointed director of study of 


the commission on graduate medical education. Apr.- 23 
Bugbee, George P., goes to Cleveland City Hospital 


S539. or SIE Oe SO SE WATS ete -6 Breve w.0 8 aa Wichetetiene May- 42 
Buyer can save money through research and salvage, 
How ‘the, Bost: SAmen: 2. oo. io isis oe cecias emer Jan-101 


Buying—See purchasing 


C 


Canadian courts, An interesting decision of the. .June-. 22 
Cancer clinic in general hospital, Adair, Frank E., 
M.D. Apr.- 20 
GCammOd PONS PULCHAGOR. 6c oo.c.c.6:0 bn so 5.6 bse velo Feb.- 80 
Care of the rey patient in hospital, Cornell, 
Edward L., M.D eA neni Ar June- 56 
Carnegie ect ly makes a grant to American 


eee eee weer eee reese eer eeereereeeeeeeeee 


RIN RCTS 5. 624) e eo dc 65 0.8.60. 0. 80 leveinveece Mar.- 39 
Catholic hospitals of New York contribution to 

MEER clic idetie as iloe ei tase wore oS whore vieleleinrs Mar.- 92 
Central council for nursing education annual luncheon 

Pa a SSR a oleae a ta eee OCD ave le ake G/sie's.6' Oo SL RCIE Oe ROLE Feb.-107 
Ee INN I 9.508 oss elicits Sas ino b Sloss Rie eels Feb.- 31 
Chicago Hospital Council, Emch, Arnold F., “4 - 
Chicago Lying-In Hospital a unit of the University 

OE AY A EIOB or 5. 0.6: 0:5; ooo oiae's 0.9 hd clea: vie ee Mar.- 39 
Chicago Tribune cooperates in distribution of lilacs 

UG EOE ois 56.6: 620. 0,'s bs0:6:055:d0ie sore G18 June—Third cover 
Chronic disease, Problem of—Part I, II......... Mar.- 33 
City Hospital, Cleveland, dedicates its medical library 

gave al aunt Ciaavss.ocetsUatet lewd cayeee Mowvels acolne Sarleete Ree June- 58 
Cleaning agents—What and how to buy, Johnson, 

PEE RG oo 6 5055/5 Bie oS WN SLOWS S04 04 RISO Feb.-105 
Cleveland hospital service plan ................. Feb.- 80 
Clinical laboratory service, Lippincott, Leon S., — ‘ 

Re ACS RI TT eee EO CNR Se ar.- 43 


Clinical material for teaching not utilized—Tubercu- 
losis hospitals and sanatoria in United States..Mar.- 60 


Clinic of Johns Hopkins Hospital, Diagnostic....Feb.- 42 
Clinices—Medical social service............ee0008 Feb.- 29 
MMU est tear Pali sbs oko TSKS Oar bce oA A er W at 61di Shand are Jan.- 92 
ee Iya xl doi orale Se aah Wine Aree aU be Om Feb.-101 
COMMUROTOL BDITIC-—TLGs asics aoe ee cin en eohe Feb.- 67 
Collections—Pront OffCe «oo... cc ccc csc ccceecee June-104 
Color in hospital rooms, Abbott, Prudence...... May-106 
Commonwealth Fund receives gift from Edward H. 
EPID, 05:54, 00 5.8 seus aimed we Maye tie ee oak Feb.- 54 
Communicable diseases, Planning for ........... Feb.- 84 
Community organization, Hospital’s place in...Feb.- 48 


Community relations—See Publicity 

Compressed air ee Use of, Livingstone, H., 
MD OR OL MEG ERNE. 6 c1si0.054is eas. Calglnes Feb.-100 

Conferences for all soe in hospital a 


TRO NO Ot PCOIE 5 65 ocas6 oe sd mctivisinw siete Oe Jan.- 51 
MSOHEGONOO =H, 6.056 0.00916 aod. ssi esi ewes oboe wea were Feb.- 67 
Congressional legislation of interest to hospitals 

Secale Takai te. leneselereininve/oiasd%ay essa: ai Bvalbiale Sieeet ovate (era ievern Gis June- 37 
Connecticut, Sanitary code of—Minimum require- 

ments for licensing maternity hospitals ........ Feb.- 98 
Controlling costs by reports, Davis, George L.....Jan- 99 
Construction—Berlin Memorial Hospital, Berlin, 


MDOED aie Seales. oe sta etaleataws. Polecwiinis Heer Jan.- 74 
Construction news—See news notes 
Construction—See Planning and equipment 


Convention -Values— lid. © «. «:o6.dsc-sice on 0:5 6ies.bca ele May- 67 
Cooperative action in the hospital field, Mannix, John 
1 A OO en Om eet ee merce June- 60 


Correlating the service of the general hospital with 
the county health department, Teague, ao? E., 


M.D. and Schulte, Mrs. Gela Harmon, R.N.. .Mar.-114 
Cost, Depreciation as an operating ............. Feb.- 96 
Cost-_—Nuisance RBEINOS cial ci Sscaivereiore ts seis. 8 can Feb.- 31 
Cost of electricity for hospital cooking, Heerman, R. E., 

DUA MING OH, COVA © ais iar s casa densa od Feb.- 86 
Cost of housekeeping department, Increased. ..May-112 


Cost of student service—Value of student services.Mar.- 53 


Costs—Accidental injuries and hospitals ........ Apr. 50 
Costs—Balancing the hospital budget........... Mar- 29 
Costs—Basis of compensating member hospitals in 

hospital care insurance plans................ Apr.- 38 
Costs: by reports, Controlling. ....°. .6c. cies cic. Jan.- 99 
OMUS ROL 6a Frcs hoo eee ow eau Bese wae wee 






Coe ere reer er ee reer reese eves 





HOSPITALS 


























Costs, Increasing necessity for uniform reporting of 





bs hndarelronoaaceaea 6 e"uiacnce gies SEN Cee MA Ra Me eS June- 52 
Costs—Presentation of some facts and existing needs 

in the hospitals of Pennsylvania ............. May- 24 
Costs—Problems of the hospital pharmacist ....June- 27 
Costs—Summary figures on income, expeditures, and 

personnel of hospitals ..-.....50cccsceeseesce Apr.- 11 
Costs—X-ray and laboratory rentals in hospitals. May- 28 
Cotton textiles—Benefits and problems of standard- 

PRBEMME 5 onc eos ee ke ere k cue ems deveeeen June- 44 
Councils, Local—Cooperative action in the hospital 

MOTED <u wate ave costes cae Siete him eR C Mea aera emees June- 60 
Crippled children—Mental hygiene studies of hospital 

MIUIGOD. ve vio 54.6.0 cis Knead ote Fea awe eaa ayens June- 84 
Critical consideration of value of postmortem exami- 

nations, Blankenhorn, M. A., M.D. ........... Apr.- 30 
Criticism—As others see tees ye nr meats: Feb.- 66 
Crow, W. D., retires from active service ........ Feb.- 43 
Cushing, Harvey, M.D. (excerpt) ..........es00- Jan.-118 

D 
Di G oio on 60 ors horn w'e via me's tie ee Wore Jan.- 67 
Daugherty, John E., M.D.—Obituary ........... Jan.- 19 
Delivery room safeguards, Davis, M. Edward, M.D. 

dat RRA HONG 4 URE RRA Meet a KAUR ee aaa June- 68 
Depreciation as an operating cost, Scheidt, Albert H. 

ME OOOO OI ne Pe CRE Tee Py ee Feb.- 96 
Development of cooperative action in hospital field, 

MANNS, CONN Bs axcccxnecscenctdneseacagente Mar.- 79 
ee clinic of Johns Hopkins Hospital, Ransom, 

GEER Bre cic cE halk oe bn ete Anees GORE eed Feb.- 42 
Diet and nutrition, Alvarez, Walter C., M.D. June- 43 
Dietary department—Automatic control of dish- 

WRN oo ea dc How vielen neces Meeee ener ete Feb.-118 
Dietetics—Feeding of hospital employees ....... Apr.- 59 
Dietetics—Food service in the hospital ........ May- 96 
Dietetics—Food waste—its detection and control. .Apr.- 28 
Pudteties-——Orange Jule. oo iik oc ccc ec ccarcaeesewes June- 72 
Dietetics? Where do we go from here in, Graves, 

RGM Chiara saliccs tists othe ala eeiarl kau amnesia Mar- 40 
Doctor looks at his hospital, Weissbrenner, Richard 

DE). 2 PRE ee rrr renter: corr Clr June- 23 
Duke Endowment and the hospitals of the Carolinas 

act acai tat Bie etal aes CD al SERS ACI bc GI OTRO Arar Jan.- 40 
Duncan, William S.—Obituary ................. May-135 
Duties and training of ward helpers, Pollock, Ruth, 

RGN osu sree aco ate asl ae lerein nd Wada aie ve Dae wees Apr.- 81 

E 
Early American hospitals, MacQuiddy, Ernest L., 

i 21) ee Art reeoere erase er med eet May- 76 
Early hospital journal, Ransom, John E......... Mar.- 93 
BiitOtin) COUNGI 06 hvcrxt bce Krnceweneeameasens 

.Jan.-64, Feb.-64, Mar.-64, Apr.-64, May-64, June- 64 
Editor ials— 

Are you squandering nurse energy?.......... Jan.- 66 

MG OtNGES HOG UR. ce ckeerctsccccdslidbiodaveons Feb.- 66 

SSURRERET OY GETS oo octiss ove eec eee wa hota May- 66 

COT SG Ol SPMEEE o255 0655 nas eee ewoae wees Feb.- 67 

GC OTIRR Gee oi i oiciig ae eu wee Wank eee nee Feb.- 67 

Comcenbiol VAIGES 6. oe si6es vcs cece s aawbownes May- 67 

Bi tits COUMEMEIONN (3 é.c.c054 5 oe eee elec eaee meee June- 67 

De CC. eee nre err rere re Jan.- 67 

Drying up the sources of philanthropic support..May- 65 

Establishing hospital standards by legislation. — 66 

Bthics: in solicitation of gifts. 2... 60. cs cecs eves Jan.- 68 

First: hospital consultant. ... i. <o< 3 Liss se ewe June- 65 

Goldwater, Dr. S. S.,. to retire. occ. ccccc cue June- 67 

Hospital administrator and his community....Mar.- 68 

Hospitals and corporate medicine Gree June- 65 

ROB DILEY INVOCRUINGIUS cna 550 sc dood vos ciceainds Mar.- 67 

Hospitals and organized aadieioe Migrare dea eibete a3 Feb.- 65 

Hospitals and racketeering. .......-. 60. csesene Mar.- 68 

PEOSUNCE SGEVICE DN LUG s.6 e-s16i-ccu cde widins vee cs Apr.- 65 

BORG: OF DGlGGAl68 3.5 os 6 eck piles os cawespac Mar.- 65 

Wen CRUISE TIN Rs wig, 5.6 wsi.c sip ala's Solway are Rania eats Jan.- 65 

Medical career and hospital administration....Apr.- 65 

INStional HOGDITAL DOG. . 666s irs cdceciecevan'’s May- 65 

National welfare commission................. Feb.- 65 

IMG BREOIEO, 6.04 3 oa cee ene ne ne deny He eoaNaaers Apr.- 67 

MRO ecracsinss eeu s eReeheae eee emeedoes Jan.- 66 

Organized medicine and employees’ hospitals. .Mar.- 65 

WeROOMONOS 6 5 steve uiersncensecteec umenunouyece an Jan.- 68 

Public interest and our hospitals............ Apr.- 67 

Report of the committee on necropsies......... May- 66 

Responsibility of the medical history......... Apr.- 66 
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Ripbtalk Nempaiale. oo00 sc iecee iscect es euset - 
Safeguarding charity trusts.................. Mar.- 66 
SHISATGMINS FOLGE. oociiec osc cie cidsin distees sale Mar.- 67 
Education—Clinical material for teaching not utilized 
—Tuberculosis hospitals and sanatoria in the United 


StMhes is a bio ects wh ehcaneac cdeekonenewes Mar.- 60 
Education—Doctor looks at his hospital......... June- 23 
Education—Hospital administration courses in Chile. 

tenes be taeeee gan tesc CNC eeal eeu ne Mar.- 63 


Education of administrators, Some experiences in, 
Davis, Michael’ BM; PRA: co's 6's Feesdgveaecaee Jan.- 11 

Education of hospital personnel, Training and....Jan.- 23 

Education—Supplementing training and experience in 


hospital administration... . 0.0... sic cc cescceeneev= May- 94 
Education—Training medical record librarians. ..June- 82 
Electricity for hospital cooking, Cost of......... Feb.- 86 
PIQGURIGTEW | UMUIG oo cine vees ves bana caadeewd ee May-110 
Employees’ hospitals, Organized medicine and—Ed.. 

a a, eataves ad 00 b Maas et aed Sen oa a aero sae Mar.- 65 
Endowments—Hospital in modern society....... June- 13 


Endowments—Philosophy of private philanthropy.Jan.- 22 
Endowments—Safeguarding charity trusts—Ed..Mar.- 66 
Equipment and supplies, Standardization of hospital 
FGRMISNGG 5 6 cin cs awe eas annWeswns cuca endes Feb.- 55 
Equipment donated to Nova Scotia Hospital, Valuable 
Oe Pee ee oN Jan.- 98 
Equipment—See planning and equipment. 
Eternal drama of the hospital, Fazio, S. Chester. Mar.- 87 
Ethical relations—Some hospital management prob- 


lems from a staff member’s point of view...... Jan.- 49 
Ethics in solicitation of gifts—Ed............... Jan.- 68 
Evolution of the modern hospital, Clendening, Logan, 

1 2) a Pee oe eee Pe ee pie Se Feb.- 15 
Experience as a guide in development of group hos- 

pitalization, Van Dyk, Frank................. Jan.- 79 

F 
RGQUIGR ies «so devnds catia catucruaien essa: Feb.-116 
Federal hospitals—Summary figures on income, ex- 

penditures, and personnel of hospitals......... Apr.- 11 
Feeding of hospital employees, Dana, Marion G., M. a 

Tat Scahcac ar igi 8 a Mateo OM ainikie ale mamma eee Riga ae Apr.- 59 
Film of interest to hospitals, New.............. Feb.- 43 
Finances—Hospital business office.............. May- 39 
Finances—Hospital investments—Ed............ Mar.- 67 
Finances—Tighten your belt................... June- 85 
Fire drills—Administration of a public home for the 

MONEE oink 5575 BG EMA ERS A Le EE Feb.- 73 
a ee: ater neers che TW. Apr.- 80 
Fire protection—Hospital maintenance supervision. 

PE ee TTT Ee ee te Ee Pe r.- 87 
Flick, Joseph D.—Obituary................006. ager 19 
Floor maintenance, Deacon, Joseph G........... June- 41 
Floors—Sutter Maternity Hospital Wtawcdevacwers Feb.- 34 
DIOGP WOMOR os 56 cicdeoscewuewarenudwamanard eel June- 77 
Flower arrangements in Greenwich Hospital, Mon- 

CeteN , LAMGUIO Ca, soe eds usisisacdvncudevads June- 59 
Foods—Coffee, Federal specifications........... Feb.-101 
Food service in the hospital, Lothe, Ada B....... May- 96 
Food service, Low, Frances. .......cccccescecss Mar.- 47 
Food Waste—Its detection and control, Knight, George 

Bin saa hbunewe on vane lata aes Apr.- 28 
Foote, John, “On the origin of hospitals” (excerpt) .. 

2 atgie ee gidolele Wee @e MURS saablelehe eeee kakae ime Jan.-118 
Foreign hospitals—Evolution of the modern ies 

esl Gras doe WE oon a Bian eee eke: IE he eee al nce ater ee Feb.- 15 


Fourteen our of a hospital executive, Gold- 
water, S. S., Feb.- 26 
Franklin, J. B., goes to Archbold Memorial Hospital. 


iG ews CRE REY cee 6 us ke eRREL ERR Rae Feb.- 43 
Front Office, The, Cox, Leroy P., C.P.A.......... June-104 
Peel COGN © 5. 400s wake cKstedanscencehacenegeen Jan.- 92 
Fuel—Cost of electricity for hospital cooking....Feb.- 86 


Future relations between hospitals and the public 


health agencies, Cleere, Roy L., M.D........... Jan.- 44 
G 
Gadget exhibit at the Dallas convention........ June- 72 
Gifts and donations—Philosophy of private philan- 
CPOE 6 os dsc wc cetncesauenecwadesOetecuureres Jan.- 21 
Gifts, Ethics in solicitation of—Ed.............. Jan.- 68 
Gilt “Taxen—CEMMO) cies Kiceuancctuccduagess June- 63 
Goldwater, Dr. S. te retire —Eidis iii. c cen scs. June- 67 
Goldwater, S. S., M.D., Fourteen qualifications of a 
hospital Rn = ES SRN tie Sh tok Feb.- 26 
Golub, J. J., M.D., appointed to the Saratoga Springs 
Authority Cb sipehebed vie Ccadeeend nae ae cTenean May- 75 
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Green, Axel M., D.D.—Obituary....... seeeeeeee Apr.-108 
Greenough-Crowell Plan—Cancer Clinic in the general 

ee Pe oro er eee ee ak. Apr.- 21 
Greenwich Hospital, Flower arrangements in....June- 59 
Group hospitalization booklets, New............Jan.- 58 
Group hospitalization, Experience as a guide in devel- 

OPMENt Of 2... cc cceccccvceescosescaressaeee Jan.- 79 
Group hospitalization—Future relations between hos- 

pitals and public health agencies............. Jan.- 45 
Group hospitalization—Hospital income......... Mar.-102 
Group hospitalization—See hospital service plans. 

H 

Hamilton, James A., accepts superintendency of New 

ee eee ee eee AES RECT Apr.- 48 
Hardgrove, Arden E., accepts position of administra- 

tor of the Norton Memorial Infirmary......... Apr.- 32 
Raed senter GPORGONS.. 6... o2c sss se ces be edt eee Feb.-107 
Health center—-How the rural hospital can best serve 

SO EN 5 6 65.9.0 a ah sie sees bie omen. d's Wace May- 62 
Health department, Correlating service of general 

PARSE WVNUIL COMES «5 50000 04:50 6a.s ce onteacees Mar.-114 
BND ne S ariae oie se wis EG ein Sv ble 9.516 Weld blow June- 83 
Herrick, Alfred Birch, M.D.—Obituary.......... Jan.- 19 
High school editors for a hospital, Stanley, Harry. May-101 
History—Early American hospitals............. May- 76 
History—Evolution of the modern hospital...... Feb.- 15 
History—Medicine through the ages............ Jan.- 27 
History of Pennsylvania Hospital, Packard’s..... June- 92 


History of the autopsy and its relation to the develop- 
ment of modern medicine, Krumbhaar, E. B., M.D. 


ike ble b S400 b ANE Whee here ae eee Apr.- 68 
Home for the aged, Administration of a public...Feb.- 68 
Hospital administration courses in Chile........ Mar.- 63 
Hospital beds, How many do you need? Morrill, W. P., 

SSR re een ie ea eat See en penn May- 49 


Hospital business office, Sloan, T. Dwight, M. D..May- 39 
Hospital care insurance from the employer’s view- 


GING; TADOOG, PONTO RY 08s Kadi sereas ose ae oe May- 15 
Hospital care insurance plans, Approved list of, 

PRA, 45; SUONNRAIN, CPEs 6. i's. 0 cogs oa0 eda vcore May- 80 
Hospital engineer, Herzog, John H. ........... Apr.- 57 
Hospital hostess, Fronheiser, Mrs. Karl J........ Feb.-110 
Hospital income, Twitty, Bryce L., A.B., F.A.C.H.A. 

eis fa le)a wcdbaie tots ete welt elpteis te sais wie siete nirels es Gite Mar.-101 


Hospital in modern society, Spencer, William H..June- 11 
Hospital internships as a requirement for state regis- 


tration, Smith, Winford H., M.D.............. Mar.- 11 
Hospital, It didn’t happen in @. <0... 005006 eeces Jan.- 54 
Hospital laundry, In the, Roach, S. Frank....... Feb.-108 
Hospital legislation in Ohio, Steele, M. F., M.D...May- 57 
Hospital Life—Early hospital journal.......... Mar.- 93 
Hospital maintenance supervision, Greene, Everett A. 

SRO aren Kies: esb wolaiow is aie wine aslo alu ota et atos wee Apr.- 84 


Hospital management problems from a staff member’s 
point of view, Some, Van Alstyne, Guy S., M.D..Jan.- 47 
Hospital personnel management from the standpoint 
of physical health, Scammell, Harold M., M.D..Feb.- 93 
Hospital personnel policy, Emch, Arnold F., Ph.D.May- 43 
Hospital problem of alcoholism, Geiger, J. C., M.D. 


ee ET eT ee Oe Apr.- 97 
Hospitals and corporate medicine—Ed.......... lime 65 
Hospitals and organized medicine—KEd.......... Feb.- 65 
Hospitals as the community sees them, Andrews, H. G. 

Pe CRS DES SORENESS ROSEN SOHO See vESReODe beds June- 18 
Hospitals day by day—Some pointed paragraphs, List, 

WUMNGOE TOFU isis sso nilou'sa ows uanieee May-38, June- 86 
Hospital service and laboratories, Faxon, Nathaniel 

WN RUD, 5d ois oss SWRIsA alarseereh RLS EEE OL Feb.- 11 
Hospital service benefits in non-profit insurance plans. 

Se re re Jan.- 26 
Hospital service conference, Proceedings available.June-120 
Hospital service in 19387—Ed. ..............000. Apr.- 65 
Hospital service plan, Cleveland................ Feb.- 80 
Hospital service plan executives, Conference of..Mar.- 78 
Hospital service plan, Greater New York....... Feb.- 21 


Hospital service plans—Address of presentation of 

certificate of approval to Group Hospital Service, 

SU RIOT, ISB NTEEAS 5.< 5:54 si 4 14:4 0x0ia a este ics he May- 11 
Hospital service plans—Basis of compensating mem- 

ber hospitals in hospital care insurance plans..Apr.- 37 
Hospital service plans—Hospital care insurance from 


the employer’s viewpoint.................+55 May- 15 
Hospital service plans—Observer looks at group hos- 

PROMINEORION: 355 5055.6 c:0lse «soso 40 ace Cogeen bulsioe Feb.-114 
Hospital service plan surety bond obligation..... Mar.- 95 
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Hospital service plans—Standards and approval Ero- 


gram for non-profit.........ceseeeesseeeeecs pr.- 51 
Hospital service plans—Standards for non-profit hos- 
pital care insurance plans............+++++++: Feb.- 76 
Hospital service plan, Winnipeg..... eee teeeees June-101 
Hospital’s place in community organization, Shapiro, 
ROMINA 1g 8 See tae 4 aed od ialcrnee Sinalacaeie & 6s Vbie ne ee Feb.- 48 
Hospitals, statement of ownership.............-. Feb.- 83 
Hospitals under one administrator, Several, Craig, 
URS MTD Sco oiy cep siepe i kteeiccisewine & creole ed ewrs Feb.- 61 
Hospital service, Values of...........-+++seee Jan.- 17 
EDEGAN, EEOBINIRE co .c-4 o:t:c6cc5 01s 976 5 Giaieie a o's o's 064 Yes Feb.-110 
Housekeeping—Color in hospital rooms.......... May-106 
Housekeeping department, Increased cost of the. May-112 
Housekeeping—Pest extermination ........-. +-May- 92 
Housekeeping presents a challenging profession, In- 
PUREED Sian ee es ee eae ak ols been ee S85 ese June- 96 
Housekeeping service, Rose, Margaret H........ Mar.- 48 
Howard, H. B., M.D., Hospital superintendent (Quote) 
ae ee SEE OR EET SOIC ra er eee eer are hor Apr.- 74 
How do you live ?7—Poem....... 0.0 scccebeevces Jan.- 92 
I 
Illness, Job of, Ketcham, Dorothy.............. June- 29 
Income, expenditures, and personnel of hospitals, Sum- 
RIMES AUTON ON 6206 6.6 06.0 solute cig nw arSieis ayreocwae . Apr.- 11 
Income from public funds—Philosophy of private 
BON NTI. ohe sas 05.9 oko loilas orale re to’ eteralwielotetels cle" Jan.- 21 
TREGMOT SRO MICRL oie fein haces cee Pens ous cole ae Mar.-101 
Increased cost of the housekeeping department, White- 
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ences in the education of administrators....... Jan.- 12 
Institute for hospital administrators, Western....... 

dg ara bipa apse; 6 ae @ ors o Brera Na toteane ele bw Feb.-75, Apr.-107 
Institute—Hospital administration courses in Chile.. 

re eC OOO rr nc ree Mar.- 63 
Institutional housekeeping presents a challenging pro- 

fession, Wealden; DUNG so .6 0 6cararerres canes June- 96 


Insurance—See hospital service plans. 

Insurance plans, Hospital service benefits in non-profit 
ee Oe er Jan.- 26 

Insurance plans, Standards for non-profit hospital Ps 
sieeNiorieko(bcove bvelehee velo @icle Ooh ehalle Barer. eT apennn ieee oder otetas eb.- 76 

Integration of the hospital personnel as related to 
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Laundry—Hard water treatment............... Feb.-107 
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Sugar Act—Hospital legislation in Ohio...... May- 58 
Vehicle and Traffic Law of New York........ Mar.-104 
Wages and Hours Bill—Congressional legislation 

Of Interest; to- HOSPIEDIG. .<.6.0. 666 veces cwnecns June- 37 
Wages and Hours Bill (Letter)... ..cccccesccs June- 17 
Wages and Hours Bill—Washington news of inter- 

est to hospitals aR ee Pere en rear e Jan.- 91 
WPA workers’ compensation................. Mar.- 94 
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Medical history, Responsibility of the—Ed. ..... Apr.- 66 
Medical record librarians, Approved training m— 
PORE ee eee re CL eee Pee re eb.- 47 





I 
i 





Medical record librarians, PEMMIOP. . 5. 60<s 00002 June- 82 
Medical service in home for the aged—Administration 
of a public home for the aged............... Feb.- 68 
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Philanthropic support, Drying up the sources of —Ed. 
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